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Castronovo, E.: Hereditary Familial Craniostenosis 
(Sulla craniostenosi familiare ereditaria). Radiol. 
med., 1931, XVili, 325. 

Castronovo reports five cases of hereditary familial 
craniostenosis which occurred in one family, and a 
case of sporadic-oxycephalic craniostenosis. 

The mother of the family, a woman forty years of 
age, was the youngest of three children. Her parents 
and grandparents were apparently normal and lived 
to an old age. She had a normal brother and sister, 
both of whom had normal children. Ever since birth 


she had had a characteristic facial deformity, con- 
sisting of a moderate exophthalmos with an increase 
in the interocular distance and a pronounced pro- 


jection of the lower jaw. Her early history was 
essentially negative except for attacks of severe 
cephalalgia until the age of twenty years. 

She married when she was twenty years of age. 
Her husband was apparently normal. Her first two 
children showed no defects, but the following four 
children had the characteristic facial deformity 
present in the mother and, in addition, disturbances 
of vision. These children, two boys aged twelve and 
eight years and two girls aged ten and six years, had 
varying degrees of exophthalmos, a small hook- 
shaped nose, and a projecting lower jaw. Three of 
the children had convulsions during infancy and all 
of them suffered from attacks of severe cephalalgia. 
The boy eight years of age was blind and two of 
the other children had amblyopia. One child had 
apparently normal vision. The acuity of vision 
seemed to diminish with the increase in the degree 
of exophthalmos. The two boys had a rotary nys- 
tagmus. All had a divergent squint, which the au- 
thor believes was due to the marked exophthalmos 
rather than to a paralytic squint. All had an increase 
In interocular distance. 

Ophthalmoscopic examination of these patients 
showed different fundus findings. The mother had a 
normal fundus, but the children showed evidence of 
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venous stasis, optic neuritis, optic atrophy, or con- 
centric narrowing of the visual fields. 

The blood Wassermann test was _ negative. 
Examination of the spinal fluid, performed only in 
the case of the boy aged eight years, disclosed 
slightly increased pressure and slight reduction of 
Fehling’s solution. The albumin, Pandy, Nonne- 
Aspelt, and Wassermann tests on the spinal fluid 
were negative. There were 3 lymphocytes per cubic 
centimeter. 

Roentgen examination of the skulls showed them 
to be small and of a marked bradycephalic type. 
The maximum anteroposterior diameter varied 
from 170 to 175 mm. The bony walls were very 
thin, especially in the frontal area. There was no 
evidence of diploé. The inner surface of the skull 
presented deep impressions. There were no sutures. 

The paranasal sinuses were poorly developed or 
absent. The frontal sinuses were absent. The max- 
illary and ethmoid sinuses were absent or poorly 
developed. The sphenoid sinuses were present, but 
were small. The mastoid cells were absent. 

Most of the sulci of the lateral sinuses were broad 
and deep. The arterial sulci were distinct in some 
cases, but in others were absent. 

The pineal body in the mother was calcified but 
in the normal position. The face was dispropor- 
tionately small in relation to the skull because of the 
lack of development of the maxilla. The mandible 
and the dentition were normal. 

The size of the orbital fossa measured from the 
tuberculum sell to the glabella, which in normal 
persons averages about 65 mm., was reduced to 
from 45 to 55 mm. 

The sella turcica, which was of the same size and 
contour in all of the subjects, did not present the 
characteristic deformity which occurs secondarily to 
increased intracranial pressure. It was large and 
resembled the sella seen in persons with acromegaly. 
However, there were no trophic disturbances or 
malformations that could be attributed to hypo- 
physeal dysfunction. 


_ 209 





210 


The case of sporadic oxycephalic craniostenosis 
reported by the author was that of a young man who 
was the only member of his family with the deform- 
ity. He presented all of the facial characteristics 
noted in the familial cases, but had no disturbance 
of vision. The essential difference from the familial 
type was oxycephaly with hyperostoses of the vertex, 
an elliptical head with a long anteroposterior 
diameter, normally developed sinuses, and more 
pronounced depth of the posterior fossa. 

The author reviews the literature, calls attention 
to the various classifications of craniostenosis, and 
discusses the pathogenesis and course of the dis- 
turbance. Peter A. Rost, M.D. 


EYE 


Finnoff, W. C., and Thygeson, P.: Bacterium Gran- 
ulosis in Trachoma. Arch. Ophth., 1931, v, 527. 


The authors’ results and conclusions in a bacterio- 
logical study of trachoma are summarized as follows: 

1. Aminute Gram-negative motile rod apparently 
identical with that described by Noguchi under the 
name ‘bacterium granulosis’’ was recovered from 
five of thirteen white persons, one Japanese with 
advanced trachoma, and two of fourteen trachom- 
atous Indian children. 

2. The bacterium is either rare or absent in non- 
trachomatous diseases of the conjunctiva. 

3. Bacterium granulosis may be considered more 
characteristic of trachoma than the inclusion bodies 
of Prowazek or the initial bodies of Lindner, since it 
can be recovered from patients with advanced dis- 
ease at a time when the inclusion bodies and initial 
bodies are usually absent. 

4. The probable reason for the failure of former 
investigators to discover the organism was the use 
of unsuitable media and failure to cultivate at the 
optimal temperature of 30 degrees C. 

5. The bacterium was not agglutinated by serum 
from cases of trachoma. 

6. Skin tests with bacterium granulosis antigen 
were negative with one exception. 

7. Bacteria morphologically identical with bac- 
terium granulosis were seen on and in the epithelial 
cells in smears taken from trachomatous patients 
and from animals having the experimental disease. 

8. Inoculation of macacus rhesus monkeys with 
suspensions of bacterium granulosis resulted in the 
production of a granular conjunctivitis identical with 
that described by Noguchi and also with that result- 
ing from the injection of human trachomatous mate- 
rial. 

g. Contact infection occurred in one of two mon- 
keys exposed. 

1o. The bacterium was successfully recovered 
from two animals having an advanced disease. 

11. The results of these studies seem to confirm 
those of Noguchi in all essential respects. 

12. Because of the fact that trachoma in monkeys 
is not identical with trachoma in human beings, it 
may be necessary to resort to human inoculations to 
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prove or disprove conclusively the etiological rela- 
tionship of bacterium granulosis to trachoma. 
Leste L. McCoy, M.D 


Barkan, O., Barkan, H., Randel, H. O., and Smith, 
H. G.: Squint: Its Physiopathology and Sur- 
gical Treatment. Arch. Ophth., 1931, v, 601 


The authors believe that squint is base: 
general nervous instability which may be inher‘. 
They characterize early squint as a habit s)):< 
which becomes more difficult to cure the long: 
persists. They operate for squint at any ag 
soon as it is evident that other treatment wil! 
avail. They perform O’Connor’s cinch oper: 
which they describe in detail. 

The article contains experimental data regar:|i 
the O’Connor operation and the reports of se 
illustrative cases. SAMUEL A. Durr, M 


Key, B. W.: Transplantation of the Human (or- 
nea: Report of a Case. Arch. Ophth., 1931, \, >v. 


Key reports the transplantation of the corne. of 
a man thirty-two years old who had a small choroidal 
sarcoma, to a man twenty-six years old who had an 
opaque cornea and a symblepharon caused |\\ a 
steam explosion two years earlier. In each case, the 
conjunctiva was dissected 4 mm. from the limbus 
and the cornea incised at the limbus with a kera- 
tome, cataract knife, and scissors. The graft was 
placed with scleral sutures. At the first dressing, 
five days after the operation, the anterior chamber 
was re-formed. The graft was a complete take. 
There has been no disturbing hypertension and no 
iris prolapse. Nineteen months later, vision was 
perception of hand movements. 

This method presents advantages over corneal 
grafts made with a trephine. 

SAMUEL A. Durr, M.D. 


Knapp, A.: Extraction of Cataract: Report of a 
Third Hundred Successive Extractions in the 
Capsule After Preliminary Subluxation with 
the Capsule Forceps. Arch. Ophth., 1931, v, 575. 


The type of senile cataract suitable for intra- 
capsular extraction after subluxation is that in which 
the capsule is dense enough to hold the grasp o! the 
forceps. Cataracts in persons under fifty years of 
age are usually not suitable. When the cortex is 
glistening the capsule ruptures. A sclerosed Jens 
with a posterior cortical opacity dislocates readily; 
also a lens with a thickened capsule. The morga sian 
cataract is difficult to grasp and its capsule ruy ‘ures 
easily. The section must be large enough, espe iilly 
in undersized eyes. In the latter the incision s)) uld 
be scleral throughout. 

Contra-indications to the operation discuss: 
prominent eyes, complications due to vitreo 
turbances, myopic eyes, soft eyes, cyclitic «es, 
nervousness, and restlessness. The most important 
part of the technique is the use of the capsule for eps. 
The first and essential step is subluxation 0 the 
cataract by the use of Kalt capsule forceps. | he 
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capsule must be grasped in the lower third of the 
anterior part and then carefully manipulated from 
side to side, forward and upward, counterpressure 
being made backward and downward at the lower 
limbus with a Smith hook. If any complication is 
feared, the speculum should be replaced by retract- 
ors. After subluxation below, the cataract tumbles 
following pressure straight back at the lower limbus 
with the Smith hook and counterpressure above 
against the scleral lip of the incision. If subluxation 
does not occur readily, care must be taken not to 
use undue traction. Sometimes complete subluxa- 
tion is difficult after the patient has moved and 
partial subluxation has taken place laterally or 
above. Precautions to prevent prolapse of the 
vitreous are necessary. The head-on delivery 
(Stanculeanu-Torok) is objectionable because it is 
associated with greater traumatism, greater danger 
of prolapse of the vitreous, and greater likelihood of 
rupture of the capsule during extraction of the lens. 
The author reviews 100 cases of cataract extrac- 
tion after preliminary subluxation with the capsule 
forceps. In 40, the cataract was mature; in 27, nu- 
clear and postcortical; in 15, complicated; in 15, hy- 
permature; and in 3, of the morgagnian type. Vision 
after the operation was 20-20 in 56 cases, 20-30 in 
18, 20-40 in 5, 20-50 in I, 20-70 in 6, 20-100 in 2, 
20-200 in 2, fingers in 4, hand movements in 3, light 
perception in 2, and absent in 1. The complications 
were maculz cornez in 2 cases, vitreous opacities in 
3, choroidal changes in the fundus in 6, old detach- 
ment in 1, optic atrophy in 4, and amblyopia in 1. 
Leste L. McCoy, M.D. 


Puiggari, M. I.: Intracapsular Extraction of the 
Lens (Extraccién intracapsular del cristalino). 
Semana méd., 1931, XXxviii, 876. 

The author reports his experience in 540 cases of 
forceps extractions of the crystalline lens. In 305 of 
the cases he practiced total extraction of the lens 
with suture of the conjunctiva and_ peripheral 
iridectomy or iridotomy; in 57, total extraction of 
the lens with suture of the conjunctiva and total 
iridectomy; in 62, total extraction of the lens with 
suture of the conjunctiva without iridectomy; in 
116, total extraction of the lens with suture of the 
cornea and, in the majority, peripheral iridectomy. 
Total iridectomy was performed only in cases in 
which good dilatation could not be obtained or in 
which the patient’s condition was such that com- 
plications on the part of the iris were to be feared. 
There is no doubt that extraction is facilitated by 
surgical enlargement of the pupil, particularly when 
the lens is large. 

In spite of the brilliant cosmetic results obtained 
by extraction without iridectomy, the author be- 
lieves that peripheral iridectomy or iridotomy should 
be performed. To obviate late haemorrhage into the 
anterior chamber, such as occurred in some of the 
cases with suture of the conjunctiva, he modified 
Elschnig’s technique by practicing suture of the 
cornea with peripheral iridectomy or irodotomy. 
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Most of the results were excellent. However, in the 
majority of the cases he used Elschnig’s technique. 
He employed Kalt’s forceps at first, but later used 
Elschnig’s forceps. 

The results were positive in 419 of the 540 cases. 
In 121, they were negative; that is to say, the cap- 
sule ruptured and was partially removed, the 
procedure being like that in extracapsular ex- 
traction. 

The patients were prepared very carefully. 
Anesthesia was induced by retrobulbar injection 
and conjunctival instillation, and the eyelids were 
immobilized by the technique of Van Lint. After 
the operation the eyes were covered with gauze wet 
with physiological salt solution and bandaged and 
the patient was kept absolutely quiet for forty-eight 
hours. 

The author concludes from his results that, be- 
cause of the deep anesthesia and absolute im- 
mobility of the eye which are now obtainable, the 
intracapsular operation can be performed without 
danger. Though it is somewhat more difficult than 
extracapsular extraction, he believes it will eventu- 
ally become the method of choice because of its quick 
and excellent results and the fact that it is not 
followed by secondary cataract and therefore can be 
used for immature cataract. 

Aubrey G. Morcan, M.D. 


Manes, A. J.: New Points in the Intracapsular 
Operation for Cataract. The Stanculeano- 
Forok-Elschnig Method (Nuevas consideraciones 
sobre la operacién intracapsular de la catarata. 
Procedimiento Stanculeano-Forok-Elschnig). Sema- 
na méd., 1931, XXXViil, 941. 

The operation described is very valuable as it 
leaves the sphincter of the iris intact, the post- 
operative course is short, and vision two-thirds 
normal or even normal is obtained. The author dis- 
cusses a few points in the operation which he thinks 
should be emphasized. 

The effect of the retrobulbar injection depends on 
the general condition and the condition of the eye. 
In old persons it is sometimes necessary to operate 
immediately after the injection as the eyeball col- 
lapses quickly. In young adults the action is very 
slow, requiring ten minutes or more, but in children 
with traumatic cataract hypotension is brought 
about almost as rapidly as in old persons. This effect 
is not due to the novocain-adrenalin solution as it 
can be brought about also by the retrobulbar in- 
jection of physiological salt solution. The hypo- 
tensive action passes off in about fifteen minutes. 
The author believes that the effect is produced by 
the action of the retrobulbar injection on the ciliary 
ganglion which acts on the ciliary body through the 
sympathetic innervation. When the retrobulbar 
injection brings about collapse of the eyeball there 
is no tendency toward prolapse of the iris. If opera- 
tion is performed at the beginning of collapse when 
there is marked hypotension, prolapse of the iris is 
not apt to occur. 
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The author systematically performs the Hess 
small marginal iridectomy as he finds that when this 
is done there is no danger of injury to the lens or the 
hyaloid membrane. If the iridectomy is very small, 
the vitreous fluid does not escape and the slight 
hemorrhage that sometimes occurs is of no impor- 
tance. Of course, proper instruments and good 
illumination are necessary. If the iridectomy is too 
large, the pupil will be flattened transversely. 

If a very careful technique is used, prolapse of the 
iris is not apt to occur unless the patient is restless 
and moves too much. It does not occur nearly so 
often today as before the introduction of the intra- 
capsular operation and retrobulbar injection, when 
operation was performed by simple incision of the 
cornea and no suturing was done. The patient is 
always examined within twenty-four hours after the 
operation. If impaction of the iris is then found 
another retrobulbar injection and a myotic mixture 
of pilocarpine and eserine are given and heat is ap- 
plied by means of an electrical thermophore. If the 
prolapse has occurred within a few hours, there has 
been no time for adhesions to form and the hypo- 
tensive action of the retrobulbar injection combined 
with the powerful mydriatics and the action of the 
heat will reduce it. The best method of preventing 
prolapse is a careful technique with iridectomy. 

Careful preparation of the pupil is important. 
Different persons react very differently to mydriat- 
ics. The mydriatic action increases with time. 
When the author has given the mydriatic to several 
patients at once he has found that the pupils of 
those who were operated upon first were dilated 


satisfactorily whereas the pupils of those who were 
operated upon later showed excessive dilatation. 
He always prepares the pupils himself and operates 
as soon as the proper degree of dilatation is reached. 

Postoperative vomiting occurs occasionally, but is 
not frequent. It was rare after the older methods 


of operation. Manes attributes it to the action of 
the retrobulbar injection on the ciliary ganglion. 
When the pupil is very small the day after the 
operation because of sensitivity of the iris to myotics, 
no medication should be given as the effect of the 
myotic will pass off in a few days. 
Auprey G. Morcan, M.D. 


Pavia, J. L.: Detachment of the Retina (Despren- 
dimiento de la retina). Rev. oto-neuro-oftalmol. y de 
cirug. neurol., 1931, Vi, 147. 

The treatment of detachment of the retina is in- 
timately related to the pathogenesis of the condi- 
tion. The local condition is a result of a general 
condition. It may be caused by endocrine disturb- 
ances; diseases of the nose and sinuses; infections 
such as syphilis, tuberculosis, and rheumatism; 
diathesis; or heart or kidney disease. The author 
discusses a case in which septic pyemia caused 
changes in the pigmented epithelium followed later 
by involvement of the uveal tract. 

In the technique used by Gonin in cases of detach- 
ment of the retina the rupture is localized ophthal- 
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mologically. If it is at the posterior pole, photog- 
raphy is used. After its discovery its site is marked 
on a model and a perforating cauterization is per- 
formed. A rupture is present in almost all cases, 
The rupture may be very difficult to find and is gen- 
erally overlooked in an ordinary examination of the 
eyeground. It is obscured by opacities of the lens in 
old persons and by the changes in the vitreous which 
are common in myopic subjects. Therefore every 
point of the retina should be examined with care 
and the relation of the site of the rupture to the 
disk, the macula, and the ora serrata determine 
accurately. The article contains charts show: 
how the location of the rupture may be reco: 
The author reports a case of detachment o/ 
retina in detail, describing the method of loca: in 
and recording the site of the rupture and including 
stereoscopic photographs which were of ai: 
locating it. Auprey G. Morcan, M 


Doggart, J. H., and Shapland, C. D.: Simple 
tachment of the Retina. Brit. J. Ophth., ; 
XV, 257. 

Gonin has been doing ignipuncture for detache: 
of the retina for twenty-five years. Iridectomy, 
retinal suture, choroidodialysis, sclerectomy, and 
other operations have been tried, but have not 
proved very successful. Gonin and other ophthalmic 
surgeons have reported a larger number of successes 
from ignipuncture than from any other procedure. 
Gonin believes the detachment is due to the passige 
of fluid from the vitreous into the intraretinal space 
through one or more holes in the neural layers o! the 
retina, and that closure of these holes is essentia! {or 
cure. He believes that the hole is due to isolate or 
multiple foci of anterior choroiditis and that whether 
the latter is due to myopia, senility, syphilis, sepsis, 
of some other condition, it produces degenerative 
changes in the vitreous body, causing it to separate 
into a pulp portion and a fluid portion. 

The foci produce localized adhesion of the vitreous 
pulp to the retina, and when these adhesions are 
above the pulp they drag on the retinal surface. A 
slight pull may produce merely photopsia, but a 
heavier tug may tear the retina, thereby allowing 
the vitreous fluid to pass into the intraretinal space. 
Whenever the diagnosis of simple detachment is 
made, both eyes should be investigated up to the 
extreme visible limit of the periphery with the aid 
of mydriasis. The vision and visual fields, the state 
of the iris and media, and the shape, size and si(ua- 
tion of the detachment and any landmarks in its 
neighborhood such as pigment accumulation or 
retinal hemorrhages must be recorded. Repcwted 
examinations should be made until the hole is fond. 
Holes occur most frequently in the periphery ©: the 
retina between the equator and ora serrata. ©spe- 
cially in the superior temporal quadrant. 

The prognosis is most favorable when the de. »ch- 
ment is of only a few weeks’ duration. Gonii. ob- 
tained a successful result in 70 per cent of a serivs ol 
thirty cases seen within three weeks of the  nset 
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and in 50 per cent of cases of from one to three 
months’ duration. The prognosis is more favorable 
in cases of single small holes without gross vitreous 
opacities and uveal disease. Before operation it is 
necessary to know: (1) the distance of a hole from 
the ora serrata, and (2) the meridian passing 
through the middle of the hole. 

The modification of Gonin’s technique used at the 
Royal London Ophthalmic Hospital (Moorfields) is 
as follows: 

sefore the operation, two marks are tattooed with 
India ink at diametrically opposite points of the 
limbus in line with the estimated position of the hole. 

The eye having been cocainized, about 0.5 c.cm. 
of a mixture of equal parts of 4 per cent novocain 
and a 1:5,000 solution of adrenalin are injected be- 
neath the ocular conjunctiva at the site determined 
for the cautery puncture. After an interval of five 
minutes, a knotted guiding thread is passed through 
the episcleral tissue at the limbal pigment mark 
remote from the side of the retinal hole. The ocular 
conjunctiva is then divided at a point about 0.5 cm. 
from the pigment mark on the side adjacent to the 
retinal hole and is incised for a distance of about 1.5 
cm. so that the incision is parallel with the tangent 
to the arc of the limbus at the pigment mark. 
Tenon’s capsule is opened and the sclera bared over 
the required situation. The guiding thread is passed 
through a hole punched in the center of the blade of 
a Desmarres retractor which is placed in the con- 
junctival wound and retracted. The guiding thread 
is then arranged so that it passes from the first 
tattoo mark across the center of the cornea over 
the second pigment spot and its prolongation crosses 
the site of the retinal hole. The predetermined dis- 
tance of the retinal hole from the limbus is marked 
on the exposed sclera with a pair of calipers, one 
point of which has previously been dipped in 
sterilized India ink. Two or more conjunctival 
sutures are inserted in the cut ends of the ocular 
conjunctiva and the guiding thread is withdrawn. 
With an electric cautery at white heat, a way is then 
seared through the sclera at the point determined 
and, as soon as the subretinal fluid has escaped, the 
cautery is again heated up to white heat, plunged 
through the opening in the sclera so made, and 
immediately withdrawn, the average depth of pene- 
tration being 1 cm. and the duration of the cauteri- 
zation two seconds. The conjunctival sutures are 
then immediately tied off, the speculum is removed, 
and double bandages are applied. 

In the after-treatment the patient’s head is so 
placed that the hole is in the most dependent part of 
the eve. Thus, if the site of the rent was at 6 o’clock, 
an upright posture is adopted, whereas if it was at 
12 o'clock, the foot of the bed is raised on 18-in. 
blocks and no pillows are allowed. The patient is 
advised of the necessity for absolute rest. On the 
fourth day after the operation the bandages are 
removed, the lids cleaned, and a drop of 2 per cent 
atropine is instilled into the affected eye. Both 
eyes are then again bandaged. 
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On the eighth day another drop of 2 per cent 
atropine is instilled in the eye operated upon, the 
conjunctival sutures are removed, and the fundus is 
examined. If the detachment is as extensive as 
before the operation and there is no sign of improve- 
ment, the bandages are not re-applied and the 
patient is allowed up. If, on the other hand, the 
detachment is less extensive or if the retina is in 
place, both eyes are again bandaged and the patient 
is kept at absolute rest for three days longer. At the 
end of that time atropine is again instilled in the eye 
and the fundus is re-examined. Whatever the con- 
dition of the retina, the patient is then allowed to get 
up and both eyes are uncovered. 

A fortnight after the cautery puncture the eye 
operated upon is thoroughly examined in a dark 
room and special note is made of the site and size of 
the cautery scar, its relation to the retinal rent, the 
extent of retinal detachment, if any, and the state 
of the vitreous. If the retinal hole has been sealed 
and the detachment is back, the field of this eye is 
charted and the patient is discharged. In the 
majority of cases, however, one cautery puncture 
fails to effect a cure either because the tear was not 
localized exactly or was too extensive to be sealed 
by one cautery puncture. Under such circumstances 
one or more additional operations must be under- 
taken. 

During 1930 at the Royal London Ophthalmic 
Hospital (Moorfields) seventy-five patients with 
retinal detachment were subjected to the operation 
by cautery puncture by Gonin’s method. Twenty- 
four were discharged with the retinal detachment back 
and the visual field full and twelve showed improve- 
ment in the visual field or visual acuity. In the 
thirty-nine others the condition was either un- 
changed or made worse. Leste L. McCoy, M.D. 


Brown, A. L.: Gonin’s Cautery Puncture for De- 
tached Retina. Am. J. Ophih., 1931, xiv, 420. 


The author reports three cases of spontaneous 


detachment of the retina. In one, the detachment 
was very extensive and although operation seemed 
to close the holes, useful vision did not return. In 
the two other cases both fields and central vision 
were restored practically to normal; central vision 
was ultimately 20/25 and 20/30. 

Brown emphasizes the importance of localizing 
the retinal holes carefully and closing them com- 
pletely with the cautery. In his cases in which a good 
result was obtained the tears were far out in the 
periphery. Tuomas D. ALLEN, M.D. 


Bedell, A. J.: Angiomatosis Retinz. Am. J. Ophth., 
1931, Xiv, 389. 

The author reports three cases of angiomatosis 
retine and supplements the case histories with photo- 
graphs showing the evolution of the disease. The 
photographs show why the condition has been 
reported under so many different names. Of particu- 
lar interest are: (1) the family history, (2) the dila- 
tation of one or more veins, (3) whip-lash arteries, 
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(4) the color of the vessels, (5) vascular angiomata, 
(6) a retinal and subretinal exudate with later de- 
tachment, (7) vitreous opacities and a tendency 
toward uveitis, and (8) secondary glaucoma. 
Tuomas D. ALLEN, M.D. 


NOSE AND SINUSES 


Stewart, J. P.: Congenital Atresia of the Posterior 
Nares. Arch. Otolaryngol., 1931, xiii, 570. 


This article reports a study of 2 cases of bilateral 
atresia and six cases of unilateral atresia of the 
posterior choana. The patients with bilateral 
atresia were sisters. 

As the formation is developmental, its explanation 
must be sought in embryology. The buccopharyn- 
geal membrane which separates the primitive mouth 
from the fore-gut is normally broken down and dis- 
appears during the third week of fetal life. Per- 
sistence of this membrane may lead to choanal oc- 
clusion. Eventually the olfactory tube is separated 
from the mouth by only a thinned-out membrane 
which breaks down and normally disappears at the 
end of the sixth week. Persistence of this membrane 
may also produce choanal atresia and is the most 
probable cause of membranous occlusion. Other 
causes are medial overgrowth of vertical and hori- 
zontal processes of palatal bone and intra-uterine 
inflammation. 

Of the six cases of unilateral atresia reported, the 
right side was affected in the majority and the oc- 
clusion was osseomembranous in all. In every case 
the palate was high arched and narrow and adenoids 
were absent. 

The two sisters with bilateral atresia showed the 
same high-arched palate and broad external nose. 
In both there was marked hypertrophy of the in- 
ferior turbinates and the nasal cavities were filled 
with thick mucus. The operative procedure on these 
patients consisted of submucous resection of the 
septum and breaking down of the posterior choanal 
atresia with the chisel and mallet. The posterior 
third of the septum was removed and the occluding 
membrane resected. The results were good, with 
restoration of nasal respiratory function. 

Joun F. Deven, M.D. 


Harmer, D., and Russell, B.: The Treatment of 
Frontal Sinusitis by Intubation: An Analysis 
of Sixty-Three Cases. Proc. Roy. Soc. Med., 
Lond., 1931, xxiv, 733. J. Laryngol. & Otol., 1931, 
xlvi, 384. 

The authors describe their technique of treating 
frontal sinusitis by intubation. 

Under general anesthesia an incision 34 in. long 
is made just below the inner end of the eyebrow. The 
periosteum is reflected, the sinus opened with a 
gouge, the mucosa divided, and the secretion re- 
moved by suction. A probe or wire is then inserted 
through the opening and brought out outside the 
anterior nares, and a rubber catheter is drawn up- 
ward through the nose and anchored so that it will 


INTERNATIONAL ABSTRACT OF SURGERY 


not slip back into the nose. If it is impossible to use 
a catheter, the probe alone is left in place for a day 
or so until the congestion subsides sufficiently to 
allow the introduction of the tube. 

The operation can usually be completed in fifteen 
minutes and causes so little shock that the patient 
is able to leave his bed after a day or two. Daily 
irrigations with saline solution are done and an 
increasingly larger tube is used so that the fronto- 
nasal duct will be gradually dilated. Especially in 
chronic cases, it may be necessary for the tube to 
be worn for several months. 

The authors have found this method so simple, 
safe, and effective that they use it for all forms of 
frontal sinusitis which cannot be cured by intra- 
nasal treatment. GeorGE R. McAuttrr, M.1) 


Howarth, W.: The Treatment of Chronic Frostal 
Sinusitis. Proc. Roy. Soc. Med., Lond., :\)31, 
Xxiv, 736. 

The majority of acute inflammations of the frontal 
sinus tend to undergo spontaneous healing, but «ny- 
thing that militates against a free discharge of jus, 
such as septum deviations, enlargement of the 
middle turbinal, anatomical variations of the frouto- 
nasal duct, and viscid secretion will retard healing. 
In addition to free drainage, proper ventilation of 
the affected region is necessary. 

While frontal sinusitis is often cured by an intra- 
nasal operation, external operation is sometimes 
necessary. Howarth noted that in certain cases of 
mucocele of the frontal sinus all of the frontal sinus 
and the ethmoid cells were converted into one large 
cavity lined by modified mucous membrane, and 
that when this cavity was put into communication 
with the nose by a large opening no further trouble 
was experienced. Therefore in suppurative cases 
he forms a single cavity by removing the entire 
floor of the sinus (including orbital extensions), the 
os planum of the ethmoid, and the ethmoidal cells 
as far as the base of the skull and establishes drain- 
age of the nose by removing a portion of the ascend- 
ing process of the superior maxilla and the nasal 
process of the frontal bone. While this operation 
may not always cure, he believes that increasing 
skill in its performance will lead to successful results 
in a high percentage of cases. 

GeorcE R. McAuttrr, M.1). 


MOUTH 


Freeman, N.: Histopathological Investigations of 
the Dental Granuloma. J. Denial Res., 1931. Xi, 
175. 


The dental granuloma is a chronic inflammatory 
lesion due to proliferation of the fixed tissue cel! 
the peridental membrane and their infiltratio: 
lymphocytes and leucocytes. It develops wit! 
the patient’s knowledge whereas an acute aly: 
abscess usually starts with symptoms of sever !n- 
flammation. Dental granulomata are of two t\ 

(1) those surrounded by a fibrous capsule wit! 
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the presence of epithelium, and (2) those containing 
epithelium in the form of a network. 

Dental granulomata are usually diagnosed by 
roeutgen examination. They have the most striking 
appearance of all dental abnormalities except den- 
tigerous cysts and dental tumors. 

‘he simple dental granuloma is surrounded by a 
fibrous capsule which varies in thickness. As there is 
a direct communication between the inner part and 
the circulation, the capsule does not prevent the 
absorption of bacteria and toxins. The interior of the 
granuloma appears at first to be a great mass of 
plasma cells. Necrosis may occur in one or two 
places. Necrosis is followed by the appearance of 
polymorphonuclear cells in great numbers. The pus 
which is then formed is usually taken care of by the 
defensive forces of the body. Russell fuchsin bodies, 
which represent cells so loaded with hyaline that the 
nuclei are pressed to one side and nothing remains 
but the acidophilic hyaline, are found in from 80 to 
85 per cent of cases. In some areas the connective 
tissue cells and fibers undergo degeneration, the cells 
becoming “foamy” and resembling those of xan- 
thoma of other regions of the body. 

The squamous epithelium present in some granu- 
lomata is probably derived from the epithelial 
sheath of Hertwig. The cells remain as epithelial 
rests which have been demonstrated in normal peri- 
dental tissue, undergo proliferation as the result of 
irritation from infection, and grow like a network 
throughout the lesion. Necrosis with cyst forma- 
tion is apt to occur. 

Of more than 200 dental granulomata which were 
examined histologically, approximately 45 per cent 
were devoid of epithelial tissue. 

WitirAm G. Hama, M.D. 


PHARYNX 


Cunningham, R. L.: Normal, Absent, and Patho- 
logical Tonsils in Young Women: A Compari- 
son of Histories. Arch. Int. Med., 1931, xvii, 513. 


The author states that one-third of 12,530 women 
who entered the University of California between 
1920 and 1929 had had an operation for removal of 
the tonsils, one-third were believed to have normal 
tonsils, and the remaining third had pathological 
tonsils, remnants of tonsils, or buried or projecting 
tonsils. 

The group with normal tonsils and the group with 
pathological tonsils differed by insignificant per- 
centages as regards the incidence of the following 
diseases and operations reported in the histories: 
measles, mumps, chicken-pox, whooping cough, 
scarlet fever, diphtheria, pneumonia, pleurisy, 
chronic colds, rheumatism, chorea, and operations 
for appendicitis, mastoiditis, enlarged cervical 
glands, and nasal conditions. 

The group without tonsils gave a history of a 
higher incidence of all illnesses and operations than 
the group with normal tonsils and the group with 
pathological tonsils. This may be explained by the 
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fact that children who are often ill are the ones most 
frequently operated upon. 

The incidence of illness before and after tonsil- 
lectomy suggested that removal of the tonsils had 
little influence in lessening susceptibility to most 
infections. 

The age when the tonsils were removed had no 
influence on the total incidence of measles, mumps, 
chicken-pox, whooping cough, pneumonia, or in- 
fluenza, but early removal seemed to have a slightly 
favorable influence on the incidence of scarlet fever 
and, to a less extent, on that of diphtheria. The 
findings with regard to the relation of the patient’s 
age at the time of the tonsillectomy to the incidence 
of chronic colds, rheumatism, and otitis media were 
inconclusive. 

Although tonsillectomy is a common operation, 
the literature yields relatively little accurate in- 
formation regarding its effect on the general health. 
Opinions as to the indications for, and the value of 
the operation differ very widely. There is a growing 
tendency to question the value of tonsillectomy as a 
prophylactic measure against infectious diseases and 
as a preventive measure and method of curing such 
systemic diseases as rheumatism, chorea, and car- 
ditis. James C. Braswett, M.D. 


Alonso, J. M.: Chronic Tonsillitis (Amygdalite 
chronique). Arch. internat. de laryngol., 1930, Xxxvi, 
1025. 

The tonsils develop in the small fossa of the pala- 
tine arch during the third month of fetai life. They 
are part of the pharyngeal mucosa modified by the 
growth of lymphoid tissue in the tunica propria of 


. the mucosa. They may remain submerged or grow 


out on the surface. Some of the largest tonsils are 
of the latter type. Occasionally, bone and cartilage 
are found in the capsule. These are remnants of the 
branchial arches and may sometimes lead to neo- 
plasm formation. According to Schultz, the follicles 
are not the site of origin of the lymphocytes, but 
the place where lymphocytes are destroyed. 

The function of the tonsil has been the subject 
of controversy between physiologists and laryn- 
gologists. If the tonsil has only half of the functions 
attributed to it there is no other organ in the body 
which approaches it in importance. It is supposed 
to have a mechanical action in relation to the 
pharyngeal muscles and phonation. It is supposed 
also to have a defensive function. The author points 
out that it is not a lymph gland, but an accumula- 
tion of lymphoid tissue similar to Peyer’s patches. 
It has only efferent lymphatics. It is thought to be 
a portal of entry for infection. Some have ascribed 
a hematopoietic function to it. However, this is of 
slight importance. It does not seem to produce any 
important internal secretion. 

In discussing the bacteriology of the tonsils, the 
author states that the streptococcus hemolyticus is 
found most frequently in the crypts (from 50 to 90 
per cent of cases). Americans frequently find the 
streptococcus viridans on the surface and occasion- 
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ally (4 per cent of cases) in the crypts. Davis has 
found the streptococcus viridans in 40 per cent of 
patients suffering from endocarditis. However, the 
streptococcus carriers are no more susceptible to 
tonsillitis than other persons. 

According to the studies of Dietrichs, complete 
regeneration occurs after acute tonsillitis, but a cer- 
tain amount of parakeratosis of the crypts persists. 
In chronic tonsillitis there is a re-infection from a 
latent focus. Acute tonsillitis is so frequent during 
childhood that normal tonsils are seldom found in 
adults. 

Chronic tonsillitis may manifest itself as a simple 
hyperplasia which is soft (found frequently in chil- 
dren) or firm and fibrous (found in adults). In some 
cases the tonsil may be submerged and show a small 
septic focus near the capsule and a degeneration of 
the surface follicles. 

In chronic tonsillitis there may be caseous plugs 
in the crypts, irritation of the pharynx, pain re- 
ferred to the face, ear, neck, or shoulder, dysphonia, 
difficulty in swallowing, chronic cervical lympha- 
denitis, a reflex pharyngeal cough, aerophagia, or 
asthma. The condition may be associated also with 
gastro-intestinal distress (pyrosis, constipation), ver- 
tigo, recurrent phlegmon, fever, fatigue, or rheu- 
matism, and may cause glomerulonephritis, nephro- 
sis, and other visceral complications. Sometimes 
the diagnosis of disease of the tonsils is difficult. 
The presence of numerous caseous plugs, congestion 
about the anterior pillars, and marked hypertrophy 
is suggestive of disease. Massage of the healthy 
tonsil causes a leucopenia. After massage of in- 
fected tonsils Alonso has observed a definite eosino- 
philia. Such diagnostic methods are to be used 
only in doubtful cases. The author presents a table 
giving the clinical diagnosis and the results of vari- 
ous diagnostic tests in 170 cases. 

For the treatment of chronic tonsillitis, Alonso 
advises total extracapsular tonsillectomy. Dissec- 
tion is best. For elderly persons and cases in which 
the usual tonsillectomy is contra-indicated, he rec- 
ommends electrocoagulation of the tonsil. 

Jacos E. Kier, M. D. 


NECK 


Margolis, H. M.: The Possible Significance of the 
Thymus Gland in the Syndrome of Hyper- 
thyroidism. Ann. Int. Med., 1931, iv, 1112. 


Eighty-five cases of hyperthyroidism in which 
complete autopsy data were available were studied. 
Fifty-five of these cases were diagnosed as exoph- 
thalmic goiter, and thirty were diagnosed as 
adenomatous goiter with hyperthyroidism. In all 
but eight of the fifty-five cases of exophthalmic goiter 
some degree of hyperplasia of the thymic parenchyma 
was noted. Of the thirty cases of adenomatous 
goiter with hyperthyroidism, sixteen showed some 
degree of hyperplasia, whereas fourteen showed 
advanced involution without any evidence of 
hyperplasia. 
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Margolis concludes that the thymus gland fre- 
quently presents parenchymatous hyperplasia in 
hyperthyroidism. In general, the degree of hyper- 
plasia is much more pronounced in cases of exoph- 
thalmic goiter than in cases of adenomatous goiter 
with hyperthyroidism. 

Cortical hyperplasia is most common with exoph- 
thalmic goiter, although medullary hyperplasia, 
alone or combined with cortical and medullary 
hyperplasia, also occurs. In hyperfunctioning «de- 
nomatous goiter, medullary hyperplasia is ost 
characteristic. 

An increase in the number and in the size of 
Hassall’s corpuscles is nearly always seen in g!:jids 
showing parenchymatous hyperplasia. 

True hyperplasis of the thymus gland may no! be 
inferred merely from an increase in the gross weight 
of the gland. Histological studies are essentia! to 
confirm such a diagnosis. 

Hyperplasia of the thymus gland may be the 
expression of an inherent predisposition to the 
development of hyperthyroidism. The degree of 


such hyperplasia may be roughly proportional to the 
degree of the susceptibility to the development of 
the disease. 

It is impossible at present to evaluate the direct 
physiological relationship that may exist between 
the thymus and thyroid glands in the syndrome of 
hyperthyroidism. 


Noehren, A. H.: The Results of Thyroidectomy. 
Ann. Surg., 1931, xcili, 1045. 

The author reports the results after three months 
of 108 thyroidectomies performed on too paticits. 
Satisfactory improvement or complete cure wis re- 
ported in 93 per cent of the cases. 

An average pulse rate of 104% before the oper- 
ation was reduced to 87 after the operation, ani 87 
per cent of the patients showed a reduction o/ the 
pulse rate or continuance of a normal pulse rate 

Sixty-seven of the patients gained an average of 9 
lb., while 9 lost an average of 6 lb. after the oper- 
ation. Eighty-nine per cent either gained weig!it or 
retained their normal weight. 

An average basal metabolic rate of 28+ before the 
operation was reduced to 8+ after the operation. 
Eighty-four per cent of the patients showed eitlier a 
reduction of the basal metabolic rate or continuance 
of a normal rate. 

The incidence of cure three months after the oper 
ation is estimated by the author at between “o and 
go per cent. Noehren believes that after a longer 
period of time some of the patients may deve'op a 
recurrence, whereas others who were not ber: tited 
by the operation in three months will show imp 
ment. 

The operative mortality having been onl) ° per 
cent and the incidence of cure three months «‘ter 
the operation being between 80 and go per ce!'. the 
author concludes that thyroidectomy offers t!« vest 
chance of cure in most cases of goiter. 

R. V. B. Suter, \:.0. 
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Pack, G. T., and Craver, L. F.:_ Tumors of the Lar- 
ynx and Thyroid: A Roentgenographic Study. 
rch. Otolaryngol., 1931, xiii, 658. 

The authors made roentgen studies of the changes 
produced in the larynx, pharynx, and trachea in 
eighty cases of laryngeal, pharyngeal, and thyroid 
tumors. Lateral views of the neck were preferred. 
The technique used is described. 

‘lhe normal appearance of the structures in a 
roentgenogram is constant and definite. The lumen 
of the pharynx, larynx, and trachea resembles a 
pistol. The uvula is often seen as a finger-like pend- 
ant structure. The posterior dorsum of the tongue 
is clearly visible as it terminates in the epiglottic 
vallecule. The epiglottis is distinctly concave ante- 
riorly and appears to project between the wings of 
the hyoid bone. The vestibule of the larynx appears 
as an irregular triangular air space anterior to the 
pharynx. The ventricles of Morgagni are oval clear 
spaces in the anterior segments of the thyroid car- 
tilage which are visible under certain conditions. The 
vocal cords are recognized as forming their upper 
borders. The thyroid and cricoid cartilages and the 
tracheal rings are demonstrable, but vary in the 
character and degree of calcification and ossification 
with the age and sex of the subject. 

The authors’ findings in pathological conditions of 
the larvnx and thyroid are summarized as follows: 
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1. Lateral roentgenograms reveal the antero- 
posterior compression, tracheal stenosis, and tra- 
cheomalacia produced by certain types of goiter and 
by tumors of the thyroid gland. 

2. Lateral roentgenograms of the neck show the 
outlines of retropharyngeal tumors. Some of these 
growths are inflammatory, whereas others are neo- 
plastic, e.g., neurogenic. 

3. In tuberculosis of the larynx the outline is 
hazy and indistinct because of the invasion of the 
soft parts and the rarefaction of the ossified carti- 
lages. Syphilis of the larynx is characterized by 
sharp, distinct ossified areas due to proliferation of 
bone. 

4. Carcinomata of the base of the tongue, valle- 
cul, epiglottis, and aryepiglottic folds produce a 
characteristic roentgenogram by distorting the lat- 
eral silhouettes of these structures. 

5. Intrinsic laryngeal cancers obliterate the light 
oval areas in the roentgenogram which represent 
the ventricles of Morgagni. 

6. A peculiar punched-out appearance of the 
thyroid cartilage seen in the roentgenogram is al- 
most specific for laryngeal cancer. 

7. Carcinoma of the thyroid may perforate the 
trachea to form an intratracheal tumor which is 
easily visualized in the roentgenogram. 

Joun H. Wootsey, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Rand, C. W.: Histological Studies of the Brain in 
Cases of Fatal Injury to the Head: I. Prelim- 
inary Report. Arch. Surg., 1931, xxii, 738. 

Rand reports the morphological changes found in 
the brain in sixty-one cases of fatal injury to the 
head. As the striking feature of all brain injuries is 
an increase in fluid (cedema), he reviews the theories 
of cerebrospinal fluid formation. 

In the cases reviewed the choroid plexus showed 
marked cedema of the basement membrane and 
vacuolization of the cells. The ependyma presented 
marked cedema of the subependymal layer with 
varying vacuolization of the cells themselves. The 
perivascular and pericellular spaces of the brain sub- 
stance showed considerable distention. Many be- 
lieve that the fluid filling these spaces in oedema of 
the brain reaches them by a reversal of the normal 
flow of cerebral fluid from the subarachnoid spaces. 
They therefore assume a communication between the 
perivascular and pericellular spaces. In the author’s 
opinion, the mechanism is an escape of fluid through 
the semipermeable membrane walls of the finest 
capillaries, resulting in an increased flow of fluid 
by way of the perivascular and pericellular spaces in 
a normal direction toward the subarachnoid spaces. 

Leo M. Daviworr, M. D. 


Daddi, G.: Studies of the Microglia (Studi sulla 
microglia). Sperimentale, 1931, |xxxv, 5. 


Daddi demonstrated the phagocytosis of fat by 
the microglia cells in experiments on rabbits. He 
injected from 0.20 to 0.40 c.cm. of sterile olive oil 
into the carotid artery and sacrificed the animals 
after three, fourteen, eighteen, and twenty-four 
hours. 

Sections of the cerebral hemisphere on the in- 
jected side of the animal sacrificed after three hours 
showed numerous droplets of fat in the microglia 
cells which were situated near the vessels containing 
the fat emboli. Histological examination of the sur- 
rounding nervous tissue disclosed no evidence of 
a process of degeneration that might have explained 
the presence of these fat droplets in the microglia 
cells. 

Fourteen hours after the production of the emboli, 
the walls of the obstructed blood bessels contained 
fat granules and the astrocytes located near these 
vessels contained similar granules in their bodies 
and processes. 

After from eighteen to twenty-four hours there was 
no trace of fat in the microglia or astrocytes, but 
there were areas of focal necrosis due to the presence 
of the fat embolus. 
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The author believes that the lipophagocvtic 
activity of the microglia cells is analogous to the 
activity of the cells of the reticulo-endotheliai s\-s- 
tem. He states that although the astrocytes see, to 
possess the property of actively absorbing fat, ¢.n- 
clusive experimental proof of this property recov ires 
further study. Peter A. Rost, \.!) 


Balado, M., and Puiggari, M. I.: Ophthalmoiosica! 
Signs in Neurological Surgery (Consider. 
oftalmologicas en cirurgia nerviosa). Sema 
1931, XXXviii, 1081. 

The authors discuss cases in which the pat’«; is 
sent to the ophthalmologist on account 0! «ve 
symptoms and ophthalmological examinati: 


veals a lesion of the central nervous system requiring 
operation. They have seen some extremely inte: esi- 
ing cases of cedema of the disk not due to tumur. a 
case of oedema of the disk due to a tumor o/ the 


hypophysis, and a case of oedema of the disk dic to 
a tumor of the pineal gland. 

In the cases of cedema of the disk without tumor 
there were signs of intracranial hypertension and 
sometimes focal signs. Vision was decrease. In 
some instances there was rapid loss of vision without 
any pronounced changes in the eyegrounds. I[n 
others, the decrease of vision was gradual and 
accompanied by obvious ophthalmoscopic changes. 
Some of the patients suffered from intense headache, 
vomiting, and mental dullness, and some showed 
clonus of the patella and one ankle without Babinski’s 
sign. Others presented distinct signs of cerebellar 
involvement such as asynergy, ataxia, tremor, in- 
ability to stand, and adiadokinesis. Some complained 
of buzzing in the ears and showed a certain amount 
of mental excitement. In all of the cases the intra 
cranial pressure was increased and the spinal tluid 
findings were negative. Roentgen examination with 
the aid of lipiodol showed that the ventricles were 


small but normal in shape. Tumor was therc/ore 
excluded. The authors attributed the small sizc of 
the ventricles to diffuse cedema of the brain. ‘his 


theory was confirmed by the fact that on decom- 
pressive trephination in the right temporal revion 
the brain herniated through the wound ani the 
hernia could not be reduced by puncture o! (/) 
ventricle. In the authors’ opinion, the cedema must 
have been caused by a previous infectious dis: 
not known to the patient. The latter could not ' 
been syphilis as specific treatment had no effec: 
the oedema. Neither could it have been tur 
culosis of the brain or meninges as this conditi::: | 
generally rapidly fatal. Widmer attribute: 
cedema to epidemic encephalitis and reporte: 1) 
cases in support of his opinion. The authors . 
unable to find the cause, but their patients ™ 
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ered after the decompressive trephination in the 
right temporal region. They state that when opera- 
tion is performed early enough the prognosis is good 
both as to life and vision. They report eight illus- 
trative cases. Aubrey G. Morcan, M.D. 


Spota, B. B.: Extracortical Jacksonian Epilepsy 
from an Epithelioma of the Choroid Plexus— 
a “Neuro-Epithelioma’’ (Sindromo de epilepsia 
jacksoniana extracortical por epitelioma de los 
plexos coroides—‘‘neuro-epitelioma”’). Semana méd., 
1931, XXXvili, 805. 

In May, 1929, a man forty-five years of age began 
to experience difficulty in writing. Soon thereafter, 
his right arm became weak and developed absolutely 
flaccid paralysis. On July 10 a convulsive attack 
occurred in the right arm. At about the same time, 
weakness of the right leg began to cause difficulty 
in walking and an intense headache developed in 
the left parietal region and irradiated to the frontal 
and occipital regions. After the patient was ad- 
mitted to the hospital he had five or six convulsive 
attacks at intervals of a few days. The right hemi- 
plegia became intensely painful. Consciousness was 
retained during the convulsive attacks. The symp- 
toms mentioned, together with intracranial hyper- 
tension and choked disk, led to a diagnosis of tumor 
of the left rolandic region, chiefly in the middle part 
of the ascending frontal convolution. 

Operation was performed on September 25. Death 
occurred four days later. Autopsy disclosed a tumor 
in the optostriate region of the left hemisphere. The 
external border of the neoplasm extended as far as 
the island and the internal border penetrated the 
left lateral ventricle. There was marked dilatation 
of the occipital prolongation of the left lateral 
ventricle. The dilated left ventricle was filled with 
the choroid plexus. In the substance of the tumor 
there were cells of an epitheliomatous appearance 
similar to the epithelium of the choroid plexus. The 
histological appearance of the tumor is described in 
detail and shown by photomicrographs. 

: Aubrey G. Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Paitre: Osseous Neoformations of the Dejerine 
Type in a Case of Dissociation Paralysis of the 
Sciatic Nerve (Néoformations osseuses de type 
Dejerine dans un cas de paralysie dissociée du 
sciatique). Bull. et mém. Soc. nat. de chir., 1931, lvii, 
325. 

In the case reported by Paitre there was a wound 
of the sciatic nerve and the femoral artery dating 
back fourteen years. This double lesion had caused 
the usual motor, vasomotor, and trophic disturb- 
ances. In addition, there were osseous neoforma- 
tions which were particularly developed in the leg. 

Traumatic and inflammatory causes and disturb- 
ances of the central nervous system such as tabes 
being ruled out, it seemed justifiable to attribute the 
osseous neoformations to the vasculoneural wound. 
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As these formations were discovered only accident- 
ally in the course of a complete roentgenographic 
and clinical examination, it is possible that such 
lesions often pass unperceived in cases of injuries 
of nerves and vessels in which a roentgen examina- 
tion is not made. The osseous neoformations in the 
author’s case bore a striking resemblance to those 
found by Dejerine in 49.37 per cent of paraplegias 
resulting from war wounds. In some of the cases 
reported the osseous neoformations appeared from 
forty days to two months after the injury. It seemed 
probable that they developed in the first months or 
weeks after the medullary lesion and reached their 
maximum size in a few months. They are found in 
the paralyzed limb, especially around the joints. 
Sometimes they extend the entire length of the 
diaphysis, and in some cases are disseminated in the 
soft parts and the muscular interstices. Their form 
is variable and irregular. : 

In Paitre’s case, unlike the cases seen by Dejerine, 
the neoformations were paradiaphyseal instead of 
para-articular, and the skeletal portion of the limb 
had reacted, the internal surface being thickened by 
a fine layer of periosteum. The neoformations were 
related to the nerve lesion, but the initial lesion was 
in the trunk, not in the medulla. The injury to the 
sympathetic filaments which accompany the sciatic 
nerve and the femoral vessels brought on important 
vasomotor disturbances, and the circulatory dis- 
turbance caused by the wound of the femoral artery 
itself had a similar effect. The ossifiable medium 
being thus prepared, osseous neoformations were 
easily produced. The only difference from the osseous 
neoformations of paraplegia was that the peripheral 
sympathetic tracts instead of the central sympa- 
thetic tracts were involved. PACE. 


Massart, R.: Incontinence of Feces Dating from 
Infancy; Ablation of a Fibrous Nodule After 
Laminectomy; Recovery (Incontinence des ma- 
tiéres datant de l’enfance. Ablation d’un noyau 
fibreux aprés laminectomie. Guérison). Bull. ef 
mém. Soc. nat. de chir., 1931, lvii, 171. 


‘V'ne case reported was that of a girl nine years old 
who had had incontinence of faces since the age of 
two years. The findings of roentgen examination 
suggested non-union of the posterior arches of the 
fifth lumbar and first sacral vertebrae. Operation 
showed that the defect seen in the roentgenogram 
was not an osseous breech but a lateral fissure filled 
with fibrous tissue. When the osseous and liga- 
mentous covering was detached from the spinal dura 
mater an adherent zone was found between the cul- 
de-sac of the dura mater and the lamin. Separation 
of the fibrous tissue from the fatty meningeal cover- 
ing required dissection. The fibrous tissue was avas- 
cular and formed a nodule the size of an almond. 
When the dural cul-de-sac was exposed it was found 
to be distended with spinal fluid and to have a nerve 
bundle attached to its posterior wall. 

During the first three days after the operation 
there were no bowel movements. On the fourth 





220 


day an enema was given. The child remained con- 
tinent, but had no bowel movements without 
enemas. In order to regulate defecation and bring 
back the defecation reflex, spaced applications of a 
low Leduc current were given. This treatment re- 
sulted in the progressive return of sensibility. 
Within two months after the operation the de- 
fecation reflex was re-established. PACE. 


PERIPHERAL NERVES 


Labat, G., and Greene, M. B.: A Contribution to 
the Modern Method of Diagnosis and Treat- 
ment of the So-Called Sciatic Neuralgias. Am. 
J. Surg., 1931, Xi, 435- 

Pain traveling along the posterior aspect of the 
thigh and various other ill-defined painful conditions 
of the lower extremities are diagnosed and treated 
as sciatica or sciatic neuralgia. They are usually 
ascribed to disease of the spine or focal infection. 
Frequently they remain undiagnosed. Symptomatic 
treatment by many methods, including the use of 
narcotics, is the general rule. 

In the authors’ cases a complete physical exam- 
ination, including roentgen examination of the spine, 
is made and foci of infection are cleared up. The 
paths of the painful impulses are then traced with 
the aid of an electrical percussion hammer, marked 
on the skin, and photographed, and the individual 
nerves involved are blocked by the paravertebral 
technique with alcohol and neocaine solutions. 

With the use of the percussion hammer it is pos- 
sible to differentiate between painful conditions of 
the external cutaneous, anterior crural, and the 
great and small sciatic nerves. This differential diag- 
nosis is of great importance as it allows the substi- 
tution of individual blocking of the nerves for the 
classical caudal or epidural block which may cause 
impairment of the vesical or anal sphincters or 
weakness of both legs. The individual block im- 
proves the circulation of the affected side and gives 
greater comfort. 

There is no general rule for the injections, but the 
authors believe it is best to use no more than 5 c.cm. 
of 95 per cent alcohol in a concentration of 33 per 
cent or less in 1 per cent neocaine solution. They in- 
ject from 2 to 10 c.cm. of this alcohol-neocaine solu- 
tion for each nerve. 

The injections are followed first by sensations of 
stinging, burning, heat, pressure, or pricking, and 
after a variable number of days by numbness. 
Mental characteristics have a great deal of influence 
on the maintenance of these sensations. Diathermy, 
infra-red rays, and massage often aid recovery, but 
some patients need only an explanation of the sen- 
sory changes which they may experience. 

Many of the patients treated in the manner de- 
scribed were becoming or had become drug addicts. 
The substitution of nerve blocking for narcotics is a 
marked advance in the treatment of sciatic neuralgia. 
Pain associated with productive osteo-arthritis may 
also be relieved by alcohol-neocaine nerve blocking. 
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The duration of the relief cannot be foretold, hut 
the results are encouraging and indicate the con- 
tinued use of this method of treatment. 

E. S. PLatr, M.D 


SYMPATHETIC NERVES 
Cotte, G., and Dechaume, J.: Hypogastric Plex.)j- 


gias (Les plexalgies hypogastriques). Presse ; 
Par., 1931, XXXix, 373. 


The authors believe that pain and functiona! «is 
orders of the pelvic organs unexplained by an or 
ganic lesion may be due to histopathological chanics 
in the hypogastric plexus. They base this theory on 
twenty-two cases of pelvis disorders in which axe 
tomicopathological studies were made. 

In one case, in which presacral nerve resec' 
performed by another surgeon for severe 
menorrhcea was followed by relief for three moi: 
operation for recurrence of the symptoms reve: !od 
a cicatricial neuroma of the hypogastric nerve. |{/s 
tological studies showed that the hypogastric nerve 
had been incompletely sectioned at the previcis 
operation. 

In the twenty-one other cases the symptoms 
cluded dysmenorrhoea, dyspareunia, pelvic ). 
vaginismus, and states of genital hyperexcitat 
In eleven of these cases exploratory operation | 
closed no lesion at the level of the resected presacr! 
nerve, but in ten it revealed nerve lesions chi: 
acterized by: (1) congestion of the nerve, (2) micro 
scopic hemorrhages in the nerve tissue, (3), 
matous distention of the tissues about the nerve 
(4) an inflammatory appearance of the nerve fibrils, 
and (5) the presence of considerable sclerotic tissue 
within the nerve. In only three cases were there 
nearby lesions which could have explained these 
histopathological changes. The lesions apparent! 


the exudative stage with gradual transformation 0 
fibrin into fibrous connective tissue. 

The authors believe that, in young women, pri 
mary hypogastric plexalgias are often associated 
with anemia of adolescence, colitis, a tendency to 
ward neuro-arthritis, humoral or endocrine condi 
tions, syphilis, tuberculosis, or some intoxication 
such as alcoholism. They consider these conditions 
etiological factors and advise medical treatment ! 
their correction before the stage of organization 0! 
the hypogastric nerve lesions. They believe that te 
hypogastric nerve findings which they report are 
alone sufficient for intervention on the presacral 
nerve. James B. Mason, M.1) 


Gasparjan, G.: Ganglioneuromata of the Symp:- 
thetic Nervous System of the Abdomin:! 
Cavity (Zur Frage ueber Ganglioneurome (| 
sympathischen Nervensystems der Bauchhoelil: 
Nov. chir. Arch., 1930, Xx, 399. 


Ganglioneuromata of the peripheral nervous s)- 
tem are rare, the author being able to find on 
fiftv-seven cases in the entire literature. Gang!» 
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neuromata of the abdominal sympathetic nervous 
system are still more rare, only nineteen cases having 
been recorded. To the latter, a case operated upon 
bv Fedorov should be added. 

“Ganglioneuromata are tumors having their origin 
in « blastomatous proliferation of the ganglion 
cells. According to their microscopic structure, 
they consist chiefly of nerve fibrilla with or without 
myelin, which form wave-like or felt-like reticulated 
nerve bundles. In this network there are single 
ganglion cells and groups of ganglion cells. Some of 
the nerve fibrilla are supplied with a Schwann 
sheath. Macroscopically, the ganglioneuromata 
are vellowish-white oval tumors which are smooth 
or nodular and hard. They usually have no capsule. 
They are surrounded by loose connective tissue. 
As a rule they are retroperitoneal and originate in 
the left funiculus marginalis of the sympathetic 
nerve. They are usually of considerable size, vary- 
ing between that of an apple and that of a man’s 
head. 

Of eleven patients with such neuromata, six were 
females and five were males. Three were between 
three and five years of age; four, between sixteen 
and twenty-five years; and four, between forty-four 
and fifty-seven years. 

Ganglioneuromata present no uniform symptoms. 
Sometimes the patient calls attention only to a 
tumor and sometimes he complains of severe colic 
in the intestines, kidneys, and pancreas which can- 
not be linked up with any organic affections of these 
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viscera. Occasionally the findings of all laboratory 
and clinical methods of examination are negative 
and laparotomy alone shows the true condition. 
Ganglioneuromata may undergo malignant degen- 
eration and form metastases. Not rarely, they are 
very closely related to the large blood vessels of the 
abdominal cavity and consequently cannot be 
entirely removed. Their cause is still unknown. 

The author reports the case of a man twenty- 
three years of age who was operated upon for a 
large, oval, slightly movable, hard tumor in the 
right half of the abdomen. Laparotomy revealed a 
large tumor of the retroperitoneal space which in- 
cluded the inferior vena cava. Partial resection of 
the tumor was done. The patient remained cured 
during the two years and five months he was under 
observation. Microscopic examination showed the 
tumor to be a ganglioneuroma. G. Atrrov (Z). 


Coates, A. E., and Tiegs, O. W.: Sympathetic 
Ramisection and the Treatment of Spastic 
Muscle. J. College Surg. Australasia, 1931, iii, 346. 


The authors present convincing evidence from 
many sources that the svmpathetic nervous system 
does not innervate plastic tonus in the limb muscu- 
lature. They therefore conclude that the successful 
results obtained by sympathetic ramisection in the 
treatment of spastic muscle are due, not to the 
removal of plastic tone by the operation, but to 
some undetermined effect. 

Daviw J. Impastato, M.D. 
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CHEST WALL AND BREAST 


Cappell, D. F.: Observations on Cancer of the 
Breast in the Light of Experimental Cancer 
Research. Glasgow M. J., 1931, cxv, 181. 


The development of coal-tar cancer which is 
caused by an irritant “carcinogenic agent’ acting 
on normal epithelium is always a slow epithelial 
hyperplasia followed, in highly specialized organs 
such as the hair follicles and sebaceous glands, by 
loss of the differentiated elements. The cells be- 
come larger, mitotic figures develop, and finally 
migration into the dermis occurs. The development 
of the experimental cancer is therefore a slow 
transition from previously healthy epithelium; ma- 
lignant propensities are acquired only gradually. 
Accordingly, there must be a stage at which the 
epithelium has acquired the essentially malignant 
properties without having as yet demonstrated 
them by local invasion. Some fundamental change 
in the behavior of the cells is brought about while 
the epithelium still retains its normal relations to 
the underlying connective tissues. The actual 
breaking through into cyst and lymph spaces is 
dependent upon a primary change in the epithelium, 
and this may be accompanied by striking changes in 
the morphology of cells, such as hyperchromatic 
nuclei and irregular mitotic figures. 

The author describes similar changes in breast 
cancer and discusses their relation to chronic cystic 
mastitis. 

In practically all breasts removed for cancer there 
is some degree of chronic cystic mastitis or, in 
reality, epithelial hyperplasia. Cystic dilatation of 
the terminal ducts and acini with proliferative 
changes in the lining cells is followed by filling of 
the lumen with solid epithelial sheets of clear, glassy 
cytoplasm. At some places the cytoplasm becomes 
abundant, and hyperchromatic nuclei, irregular 
mitotic figures, and variations in the size of the cells 
are found. The cells within the duct, though still 
confined to their normal boundaries, pass all the 
cytological stigmata of degeneration and are iden- 
tical with many frankly invasive cancers found in 
interstitial tissues. This condition has been termed 
by Muir “‘intraduct cancer.’’ The walls of the duct, 
especially the elastic layers, become thickened and 
sclerotic. 

The neoplastic cells may remain within the 
affected ducts for a long time, and may spread up 
into the ducts of the nipple and down into the acini. 
Finally they break through their natural bounda- 
ries and invade the breast substance. This usually 
occurs first in the region of the acini, which have 
much less strongly protected walls than the ducts. 
It follows, therefore, that if the neoplastic changes 


originate deep in the breast substance, the cells 
will spread to the acini at an early stage and 
scirrhous cancer will be apt to follow rapidly, 
whereas if the duct changes begin high up near :/ 
lactiferous sinuses and main ducts of the nipple, 
a spread to the acini will not occur for a considerable 
time and the disease will be more likely to manifes 
itself in some other way, as by a discharge from :); 
nipple or the development of Paget’s disease. 
the latter condition, as Paget himself stated (18;.), 
it is common for carcinoma to appear deep in ‘1 
substance of the breast at a later date, perhaps 
years after the affection of the nipple. It is evick 
that during this long interval the intraduct cance 
cells spread slowly along the ducts and down int 
the acini, through which they finally burst to se 
up an invasive scirrhous carcinoma. 

These changes in the mammary gland are analo- 
gous to the hyperplastic changes in tar cancer, 21 
hence are indicative of an irritating substance i 
the mammary gland which leads to hyperplasia 
and neoplasia of the lining cells. 

Tar injected into the main lumen of the mammary 
gland of rabbits caused neoplasia of the lining cells. 
In experiments on mice in which Bagg produced 
repeated milk stagnation and continued functional 
over-stimulation by ligation of the nipple and 
rapidly repeated breeding, spontaneous breast can- 
cers were frequent. 

Mammary cancer is largely attributable to the 
presence of an irritant within the ducts. This ir- 
ritant is of unknown nature, but is probably derived 
from the breaking down of complex bodies in the 
stagnating secretion which is often found in the 
affected duct. Harry C. SAttzstTein, M.D 


TRACHEA, LUNGS, AND PLEURA 


Lahey, F. H.: The Effect of Thyroid Pressure upon 
the Trachea. Surg. Clin. North Am., 1931, ii, 450. 

In the study of cases of goiter, Lahey finds roent- 
genograms of value for the following purposes: 

1. The detection of intrathoracic and retrotracheal 
extensions of the goiter. 

2. The differentiation between benign and malig- 
nant conditions. 

3. The demonstration of the degree of pressure on 
the trachea. 

The roentgenograms which are included in the 
article were taken in the anteroposterior and later.:! 
positions. 

In intrathoracic goiter the outline is discrete, tv 
lower end of the mediastinal shadow is rounded, aid 
the dislocation of the trachea is to one side rather 
than in an anterior or posterior direction. 

Joun H. Wootsey, M.D 
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Buch, H.: Pulmonary Tamponade (Ueber Lungen- 
plombierung). Nord Tuberk. laegefor. Forh., 1930, 
Pp. 77+ 

The author discusses the experiences of Sauer- 
bruch in tamponade of the lung. He enumerates 
the various indications for this procedure as well 
as for the combination of tamponade and phreni- 
cotomy. Sauerbruch considers this combination a 
possibility and Alexander calls it a “fortunate com- 
bination.” It is to be considered in cases in which 
thoracoplasty cannot be undertaken because of the 
condition of the other lung or of the heart. The 
chief indication for tamponade alone is essentially 
unilateral phthisis with single, well-localized cavity- 
forming-processes in the upper lobe, possibly also 
in the middle lobe, after phrenicotomy, in which 
thoracoplasty cannot be done. The defects and 
dangers of the method are reviewed. Sauerbruch 
reports that in spite of all precautions, the plugs 
were expelled in 25 per cent of his cases. The dan- 
gers of pneumolysis are known. 

Buch reports three cases of lung tamponade by 
the method of Ziegler. The composition of the plug 
was that recommended by Baer— per cent of bis- 
muth carbonate and 1/20 per cent of vioform, with 
a melting point of 48 degrees. The course of the 
condition in the three cases was similar at first, but 
after treatment was quite different. In Case 1, 
after partial resection of the second and third ribs 
near the spine and pneumolysis, which was easily 
accomplished, a plug the size of a man’s fist (200 
gm.) was inserted. One year later the patient was 
well and following his usual occupation and his 
sputum was free from bacilli. In Case 2, after 
partial resection of the second to sixth ribs, exten- 
sive adhesions were encountered and pneumolysis 
was impossible. Therefore, only resection of the 
first to ninth ribs and thoracoplasty were done. In 
Case 3, because of difficult pneumolysis, the resec- 
tion of three ribs was necessary. A 70-gm. plug was 
introduced. After three afebrile days, aspiration 
pneumonia developed and the patient died. This is 
the first case of this type to be reported in the 
literature. GERLACH (Z). 


Schauman, E. R.: Bilateral Artificial Pneumo- 
thorax (Doppelseitiger kuenstlicher Pneumo- 
thorax). Nord. Tuberk. laegefor. Forh., 1930, p. 73. 


The author reports fourteen cases in which bi- 
lateral pneumothorax was induced at the sana- 


torium of von Bonsdorff. In nine cases the two 
sides were collapsed alternately at different times 
and in five they were collapsed simultaneously. 
From the first group one case is excluded because 
the period of observation following the second pneu- 
mothorax is still too short. Five patients were 
benefited by the treatment. One of the five became 
free from bacilli and able to work, and the four 
others became afebrile and gained in weight. One of 
the latter patients, however, gradually failed fol- 
lowing a flare-up of the pulmonary process in the 
lung which was first treated six and one-half years 
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previously. This patient also suffered’from gastric 
ulcer. In the three others who were apparently 
benefited the second pneumothorax was not com- 
plete. In the cases of three patientsin the first group 
the desired effect was not obtained; intestinal and 
pulmonary tuberculosis complicated the condition 
and the lung which was treated primarily did not 
heal. In two of these cases the second pneumothorax 
was done at the request of the patient. In the eight 
cases of the first group an exudation in the second 
pneumothorax cavity was noted three times. In 
one it was attributed to separation of adhesions by 
the Jacobaeus method. In all of the cases the other 
lung was symptomless at the time of the first pneu- 
mothorax. The time which elapsed between the 
induction of the primary pneumothorax and the 
development of symptoms in the other lung varied 
from seven to sixteen months and the time between 
the first appearance of these symptoms and the 
induction of the secondary pneumothorax varied 
from five months to two years. 

Of the five cases which were treated by simulta- 
neous bilateral pneumothorax, one is excluded from 
the report because the observation period is too 
short. In two cases the treatment resulted in no 
benefit. Its failure was due to the patient’s de- 
bilitated condition and to extensive adhesions which 
prevented adequate collapse by the pneumothorax. 
Both patients developed an exudate (one, on both 
sides) and soon died with severe dyspnaa. The 
cases of the two other patients are reported in 
detail. In one, tuberculous pneumonia developed 
and after repetition of the pneumothorax a transient 
exudation appeared. Later the exudation recurred, 
and three months after the beginning of the bilateral 
pneumothorax treatment the patient died. Exten- 
sive adhesions on one side had prevented pulmonary 
collapse. In the other case, pneumothorax was first 
induced on the right side and subsequently it was 
induced on the left side. In the meantime the right 
lung healed. After a year, because of recurrence 
of the disease, a simultaneous bilateral pneumo- 
thorax was performed. The patient was doing well 
at the time the article was written. In the author’s 
opinion, the failure was due to a too lengthy interval 
before the second pneumothorax and to incomplete 
collapse resulting from unyielding adhesions. 

In the discussion, voN ROSEN emphasized that 
pneumothorax is not contra-indicated by a recent 
process in the other lung. According to his experi- 
ence, simultaneous bilateral pneumothorax gives 
better results (four out of five living) than the 
alternative method (two out of seven living). 

GERLACH (Z). 


Rosal, L., and Caralps Mass6, A.: Section of Ad- 
hesions by the Jacobaeus-Mauer Technique 
(La seccién de adherencias por la técnica Jacobaeus- 
Mauer). Rev. méd. de Barcelona, 1931, viii, 195. 

Various procedures have been devised to over- 
come the adhesions which frequently interfere with 
complete collapse of the lung in artificial pneumo- 
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thorax. The first method was the use of a galvano- 
cautery introduced by means of a trocar and cannula 
under roentgen control. As the cauterization was 
not under the control of direct vision, the results 
were sometimes disastrous. Sauerbruch and Jessen 
then adopted the method of opening the thorax and 
sectioning the adhesions between two forceps or two 
ligatures, but this procedure was associated with 
great danger of pleural infection. 

The Jacobaeus-Mauer method consists of the 
introduction of a bronchoscope constructed like a 
cystoscope and sectioning of the adhesions with the 
galvanocautery. This procedure is free from the 
dangers of the other methods mentioned. The 
instruments are shown in illustrations and the 
technique of their introduction is described in de- 
tail. Maurer’s modification of the original method 
consists of the use of both coagulation with cold and 
cauterization with the electrocautery. 

The patient is put in the position that places the 
adhesions under the greatest tension and the 
bronchoscope is introduced under local anesthesia 
in the second intercostal space above or below the 
parietal insertion of the adhesion. The surgeon can 
then see exactly what he is doing when he cauterizes. 
After the operation, the patient is kept in bed for 
two weeks (for the first few days on a liquid diet) 
and given intensive calcium treatment. 

Care must be taken not to cauterize through a 
tubercle, caseous focus, or large vessel. Formerly, 
hemorrhage was the complication most feared, but 
today, because of the improved optical apparatus 
which enables the surgeon to see the adhesions 
directly, the danger of bleeding has been greatly re- 
duced. Subcutaneous emphysema can generally be 
prevented by giving opium to prevent coughing. 
Another possible complication is pleural effusion. 
As a rule, this is absorbed in a few days, but in some 
cases it may increase and suppurate. 

The authors report six cases, supplementing the 
case histories with roentgenograms. 

Aubrey G. Morcan, M.D. 


Faulkner, W. B., Jr.: Internal Drainage. Am. J. 
Surg., 1931, Xli, 27. 

By internal drainage in the lungs is meant the 
spilling of pus or secretion from a diseased bronchus 
into the neighboring bronchi of either lung, which 
obstructs the air flow and spreads the disease. An 
understanding of internal drainage is important in 
the successful management of pulmonary conditions. 

Faulkner reports four cases in which postoperative 
death was shown by autopsy to have been due to the 
internal drainage of pus or blood from the affected 
to the normal lung with resulting strangulation or 
asphyxiation. He emphasizes that extreme care 
must be taken in operating in such cases and with 
regard to the position in which the patient is placed 
immediately after the operation. The patient should 
always be placed with the normal side uppermost 
to prevent drainage into it, and to allow drainage 
from it, of any material that may have entered it 


during the operation. Prophylactic measures j)- 
clude careful choice of the anesthetic, keeping the 
patient in the proper position, strict attention jo 
hemostasis, and the removal of excess intrabro». 
chial secretions. FRANK B. Berry, \.]) 


(SOPHAGUS AND MEDIASTINUM 


Guisez, J.: Grave Stenoses of the @sophagus in 
Young Children (Les stenoses graves de |’: 
phage chez les jeunes enfants). Presse méd., |? 
1931, XXxix, 384. 

The author reports in detail two cases of sericis 
cesophageal stenoses in children about two yea 
age. In both cases the condition began only a s! 
time before the patient was examined and bec 
progressively worse until there was almost com; 
dysphagia. Endoscopic examination revealed ri 
dilatation of the lower third of the cesophagus 
stenoses just above the cardia. In one case {| 
was a serrated labium with budding, while in : 
other there was a round sphincter with a small |; 
The stenoses extended through a number of « 
meters of the oesophagus and were not valvular 
congenital cases. 

Guisez reports also cases of patients of differ 
ages in whom endoscopic examination revealed 
presence of valves as the cause of cesophag 
stenoses. 

He classifies grave oesophageal obstruction in ¢!:1!- 
dren as acquired or congenital. The first two cases 
reported in this article were examples of the acqui: 
type, the condition being due to hypertrophy of : 
phrenicocardiac sphincter (similar to hypertrophy 0! 
the pyloric sphincter). The valvular form is clear! 
congenital, being due to developmental defects. |: 
is manifested in the first few months after birt! 
The first sign is vomiting. 

In young children, traumatic strictures of |! 
cesophagus are often caused by the swallowing oi 
lye. In some cases they may be produced by | 
scar caused by a foreign body retained for a long 
time. Unless relieved, they produce dysphagia wit!) 
death from inanition. 

The treatment of choice consists in the use of en- 
doscopic methods. Frequently the stenosis can he 
dilated by the passage of bougies. In the presence » 
a true valvular stenosis, electrolysis is preferabl- 
cutting with the cesophagotome. Circular electro! 
sis is especially adaptable to stenosis due to hyper 
trophy of the sphincter with secondary sclero' 
changes. James B. Mason, M.1) 


Hofmann: The Prophylaxis of Gsophageal Sten- 
oses Following Corrosion—Early Bougiena‘: 
According to Salzer (Die Prophylaxe der du: 
Veraetzung entstehenden Speiseroehrenverenge': 
gen—die Fruehbougierung nach Salzer). Zésc/ 
Hals-, Nasen-, u. Ohrenheilk., 1930, xXxvil, 533. 


The author reports the results obtained \ 


Salzer’s early bougienage in cases of recent cesoplhi«:- 
eal corrosion which were treated at the Mauthn 
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Markhof Children’s Hospital of Vienna in the period 
from 1919 to 1929. 

When the corrosion is more than six days old, 
bougienage is contra-indicated because at this stage 
perforation may readily occur, as in a case which 
is cited. In the Mauthner-Markhoff Children’s 
Hospital, bougienage was used in all cases of recent 
esophageal corrosion provided the patient was not 
moribund. Of 153 children, 136 were discharged as 
cured. Of the 17 children who died, 5 were moribund 
when admitted, 9 died during the treatment (most 
of them from pneumonia caused by the corrosion 
and some of them from intercurrent disease), and 
3 from the results of the treatment. Bokay had 
equally good results from early bougienage, curing 
130 of 148 children. Ten of Bokay’s patients de- 
veloped stricture and 8 died during treatment, 5 of 
the latter as the result of the bougienage. 

Erdely, who has the opportunity to treat many 
such corrosions in adults and children, attempts 
particularly to avoid the local complications of 
bougienage. However, in the cases of children whom 
he did not treat by bougienage, he had a mortality 
of 13 per cent. Salzer regarded only 3 per cent of 
his cases as unsuitable for bougienage. Salzer had a 
mortality of 2 per cent from perforation. whereas 
Erdely had no perforations. On the other hand, 


Erdely was unable to prevent stricture formation in 
25 per cent of adults. The more radical procedure, 
the application of bougienage to even the most 
severe cases, therefore seems to be the more correct 
one. 

In conclusion the author describes 2 specimens 


which showed that even the most severe corrosions 
in adults can be cured by early bougienage. One 
specimen was the almost complete mucosal lining of 
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the cesophagus of a twenty-year-old woman who 
had drunk potassium hydroxide and was treated by 
early bougienage by Heindl. The necrotic mucosa 
was cast off during the treatment and the patient 
was discharged as cured. A year later she came to 
autopsy from septic abortion. The second specimen 
described showed a normally wide cesophagus with 
marked cicatrization of the stomach. 

Hofmann recommends early bougienage not only 
for children, but also for adults. SALZER (Z). 


Agrifoglio, M.: Experimental Studies of Diffuse 
Dilatation of the @sophagus (Ricerche speri- 
mentali sulla dilatazione diffusa dell’esofago). Arch. 
ital. di chir., 1931, XXxviii, 337. 

After performing a denervation of the cardia in 
which he left the principal trunks of the vagus in- 
tact, the author studied the functional and organic 
changes taking place in the oesophagus by roentgen 
and histological examinations. He found that im- 
mediately after the operation, dilatation and atony 
of the oesophagus occurred while the tonus of the 
cardia remained unaffected. Later, in the majority 
of the cases, the dilatation of the oesophagus per- 
sisted, but decreased in degree. Peristalsis re- 
appeared, but was slow and not very deep. The 
cardia retained its normal tonus; it did not open 
until the column of barium had reached a certain 
height. In a smaller number of cases the atony of 
the oesophagus extended to the cardia. Histological 
examination showed a slight thickening of the 
muscle of the wall of the cesophagus and occasionally 
also of the submucous connective tissue. In some 
cases the mucosa appeared as a thin uniform layer. 
The cardia was normal except in one case in which it 
showed ulcers. AupRrEY G. Morcan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Westerborn, A.: The Importance of Roentgeno- 
graphic Examinations in Acute Cases of Cir- 
cumscribed or Diffuse Peritonitis. Surg., Gynec. 
& Obst., 1931, lii, 804. 

Occasionally the symptoms of acute peritonitis 
are so obscure or unusual that an exact diagnosis 
from the clinical findings is impossible. This is true 
especially in the cases of small children and cases in 
which the inflammatory process has not subsided 
after operation and has caused the formation of 
intraperitoneal collections of pus. 

For such cases the author recommends roentgen 
examination of the chest and abdomen. A barium 
enema may reveal an abscess pressing against the 
colon. 

The presence of an inflammatory process in the 
abdomen is suggested by the following roentgen 
findings: 

1. An appearance of ileus with an increase in the 
gas and fluid content and a decrease in the motility 
of the intestines. 

2. A rounded outline of the meteoristic small in- 
testine with streaks or wedges of exudate between 
the intestinal loops or between the intestines and 
the abdominal wall. 

3. Fairly large homogeneous shadows in various 
parts of the abdomen in addition to those caused by 
the spleen and the urinary bladder. When it is sur- 
rounded by gas-filled intestinal coils, the small in- 
testine, whether filled or empty, sometimes casts 
homogeneous shadows closely resembling those of 
an exudate. 

4. Circumscribed gaseous abscesses, e.g., in the 
right iliac fossa. 

5. Changes in the structure of the abdominal 
wall. As the result of the inflammation, the sub- 
peritoneal fatty layer becomes indistinct or even in- 
visible, so that in the roentgenogram the abdominal 
wall appears more homogeneous, with blurred or 
vague contours and with its interior outline more 
indistinct than under normal conditions. 

6. Diminished motility or paralysis of the dia- 
phragmatic cupolas. 

7. Exudate in the sinus phrenicocostalis on one 
or both sides. 

8. Disappearance of the shadow of the psoas 
muscle or, in rare cases in which the inflammation 
has spread into the retroperitoneal tissues, unusual 
distinctness of the blood vessels in the subcutaneous 
fatty layer. 

The author reports several cases in which the 
diagnosis was made by means of the X-ray several 
days before it was possible from the clinical findings. 

GeorceE A. Cottett, M.D. 


Wilmoth, P., and Patel, J.: Chronic Encapsulating 
Peritonitis (La péritonite chronique encapsu- 
lante). J. de chir., 1931, xxxvii, 341. ; 

A woman thirty-eight years of age entered the 
hospital complaining of vague pelvic pains which 
radiated to the back. Menstruation had been for 
some time scant and irregular. A diagnosis of 
uterine fibroid and salpingitis was made. Operation 
disclosed a large white fibrinous sac enveloping a 
long loop of intestine. This membrane was removed. 
The patient made a good recovery and was still in 
good health eight months after the operation. 
Microscopic examination of the membrane showed 
evidence of intraperitoneal tuberculosis. 

Similar cases have previously been reported in 
the German literature. Such membranes have heen 
described as covering the liver and spleen. ({ the 
thirty cases hitherto recorded, evidence of tuber 
culosis was found in only three. 

The authors are unable to give an opinion as 
to the mode of origin of the condition or to state 
whether or not it represents a special type of 
peritoneal tuberculosis. Harorp C. Mack, M.!) 


Draper, J. W., and Johnson, R. K.: Observations on 
the Pathological Physiology of the Omentum 
and Duodenum. Am. J. Surg., 1931, xii, 105. 


Little is known regarding the function of the 
human omentum except that it has an absorbing 
and a bactericidal function. As the function of the 
omentum of quadrupeds is greater than that of the 
omentum of bipeds, the upright position of the biped 
has probably resulted in an atrophy of disuse. 

The high absorption coefficient of omental tissue 
is due to the great vascularity and elasticity of this 
tissue. In the biped, resistance to peritoneal in/ec- 
tion has developed largely in the pelvic peritoncum. 
Abnormal bands arising from the anterior meso- 
gastrium and becoming attached to the right colon 
may compress the duodenum. Interference with 
duodenal function is serious. It may be reflex or due 
to mechanical factors. Partial obstruction of the 
duodenum causes the elaboration of toxic products 
which give rise to serious metabolic and neurological 
disturbances. Omentectomy is indicated when the 
omentum is definitely diseased or malformed. 

Joun W. Nuzvuw, M.!). 


GASTRO-INTESTINAL TRACT 


Hernando, T.: Gastro-Intestinal Changes in 
Patients with Endocrine Disease (Alteraciones 
gastrointestinales en los enfermos endocriios). 
Prog. de la clin., Madrid, 1931, xix, 261. 


From his study of gastro-intestinal symptoms in 
endocrine disease the author concludes that the 
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endocrine glands influence the digestive tract 
through the products which they pour into the 
blood, acting either directly on the glands and 
muscles or, more probably, through the vegetative 
nervous system. There seems to be no doubt that 
the digestive tract contains two hormones, gastrin 
and secretin, which act respectively on the secretions 
of the stomach and pancreas and on bile secretion. 
Among the pathological results of disturbances of 
gastric secretion are the hypochlorhydria following 
pylorectomy and possibly the hypersection in acute 
dilatation of the stomach. In cases of achlorhydria 
a decrease of pancreatic secretion from lack of 
secretin has been noted, but this is rare as the 
secretion is generally normal or increased because 
there are other nervous and humoral regulatory 
mechanisms for gastric and pancreatic secretion. 

Among the endocrine disorders, diseases of the 
thyroid are most frequently accompanied by gastro- 
intestinal disturbances. Hyperthyroidism is asso- 
ciated with increased appetite and thirst, various 
digestive disturbances, and sometimes severe vomit- 
ing. Generally, in hyperthyroidism, there is achlor- 
hydria or hypochlorhydria, but in a few cases 
there is hyperchlorhydria. Sometimes there is con- 
stipation, but more frequently there is diarrhea, 
which may become alarming. Sometimes the 
diarrhoea follows achlorhydria. In a few cases it is 
caused by changes in the pancreas, but in many is 
due to the direct action of the thyroid secretion, 
alone or combined with other products, on the vege- 
tative nervous system or the wall of the intestine. 
Persons with hypothyroidism generally suffer from 
loss of appetite, hypacidity, and constipation. 

Experimental thyroidectomy and tetany are 
usually followed by spasmodic digestive disturb- 
ances, vomiting, diarrhoea or constipation, and 
severe abdominal pain. These are all due more to 
the tetany than to parathyroid insufficiency. 

Certain gastric and duodenal ulcers may be caused 
by parathvioid insufficiency. This theory is sup- 
ported by tue fact that tetaniform symptoms some- 
times occur in cases of ulcer and ulcer is sometimes 
cured by parathyroid extract. The tetany seen in 
digestive diseases is probably caused by metabolic 
changes without lesions of the parathyroids. 

In Addison’s disease there are always digestive 
symptoms such as nausea, vomiting, gastric pain, 
and diarrhoea alternating with constipation. Gastric 
and duodenal ulcers have been produced experi- 
mentally by extirpating the suprarenals and have 
been found also in association with Addison’s dis- 
ease. Acute pseudoperitoneal abdominal symptoms 
have been noted in acute suprarenal insufficiency 
and as terminal symptoms in the chronic form of 
suprarenal insufficiency. 

In diabetes, in addition to polyphagia and poly- 
dipsia, there are digestive disturbances such as gas- 
tric pain (which, however, is almost always caused 
by cholecystitis or cholelithiasis) and secretory 
symptoms. Some persons with diabetes have con- 
stipation and others have diarrhoea. The diarrhoea 


is generally caused by achlorhydria and rarely by 
changes in the external secretion of the pancreas. 
Insulin has a stimulating action on gastro-intestinal 
motility and secretion. Aubrey G. Morcan, M.D. 


Bonorino Udaondo, C., Maissa, P. A., and Centeno, 
A. M.: The Roentgen Diagnosis of Chronic 
Gastritis (La radiologia en el diagnéstico de las 
gastritis crénicas). Rev. Asoc. med. argent., 1930, 
xliii, 623. 

The authors present a series of roentgenograms 
and discuss the roentgenographic signs of various 
types of gastritis. They believe that chronic gas- 
tritis is not as frequent as it appears to be as a num- 
ber of conditions which are often classified as chronic 
gastritis are ordinary dyspeptic syndromes or due to 
secretory anomalies unrelated to intlammation of 
the gastric mucosa. The systematic application of 
roentgenography and of gastroscopic, cytological, 
and functional examinations has cleared up a num- 
ber of the unknowns in the problem of chronic gas- 
tritis and has differentiated the disease from many 
of the conditions with which it has been confused. 

Chronic gastritis represents the reaction of vul- 
nerable tissues and can be demonstrated with the 
X-ray. The extent and condition of the inflamma- 
tory zone depend upon the cause and the suscepti- 
bility of the subject. Gastritis often evolves without 
symptoms. 

The authors discuss recently reported findings 
with regard to the normal and pathological anatomy 
of the gastric mucosa and urge that serial examina- 
tions be made routinely of the gastric mucosa of 
normal persons to establish more definitely the varia- 
tions possible within the physiological norm. 

A study of the internal surface of the stomach is of 
considerable value, often making a probable diag- 
nosis positive. However, roentgenography cannot 
always solve the diagnostic problem. In some cases 
a decidedly inflammatory appearance disclosed by 
the X-ray is not accompanied by confirmatory func- 
tional manifestations. 

With discussing roentgenographic technique, the 
authors state that they consider the opaque medium 
recently advocated by Feissly (containing barium 
sulphate and albumin) of great value in the study of 
ulcerous gastritis. Their own examinations have 
been carried out by Gutzeit’s method with insuffla- 
tion (as Feissly advised) and the use of lacto-baryta 
or barium sulphate. When visualization of the duo- 
denum and pylorus is desired, left or right lateral 
exposure is of value. Local compression, which is 
particularly advised by German roentgenologists, is 
indicated when it is desired to examine small areas 
such as the ulcerous region alone or the region sur- 
rounding the tumor. MAarcueErite P. SLoan. 


De Courcy, J. L.: The Management of Gastric and 
Duodenal Ulcer. Am. J. Surg., 1931, Xii, 254. 


The problems in the management of a case of 
peptic ulcer is to determine whether medical or 
surgical treatment is indicated. 
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Gastric ulcer of recent origin with no complica- 
tions should first be treated medically. The author 
prefers the Sippy regimen. 

Hemorrhage, pyloric obstruction, recurrence of 
symptoms after medical treatment, perforation, and 
ulcer of the duodenum are indications for surgery. 

From 60 to 80 per cent of peptic ulcers are duode- 
nal. These ulcers occur more frequently in males 
than in females. In the female, ulceration is most 
common between the ages of twenty and thirty 
years, whereas in the male it is most common be- 
tween the ages of thirty and fifty. Men suffer more 
frequently from chronic, indurated, and perforating 
ulcers than women. Jejunal ulceration follows from 
2 to 10 per cent of gastro-enterostomies. Such 
ulceration is rare in infants and old persons. 

A general symptom of peptic ulcer is chronic 
gastric disturbance of several years’ duration, the 
attacks occurring periodically and lasting for from 
two to six weeks. The attacks do not incapacitate 
the patient for work or affect the appetite or state of 
nutrition. Epigastric pain and tenderness are pres- 
ent, but the pain is seldom severe or piercing. The 
rhythmic recurrence of the pain after a meal may 
serve to distinguish between gastric and duodenal 
ulcer. Gastric ulcer is characterized by the following 
sequence: food intake, a period of ease, and pain 
followed by a period of ease before the next meal. 
The pain of gastric ulcer occurs from fifteen minutes 
to two and a half hours after meals. In duodenal 
ulcer the sequence is: food intake, a period of ease, 
and pain which is constant until relieved by the 
further ingestion of food. The pain usually occurs 
from two to four hours after a meal. Thus, in duode- 
nal ulcer, pain may be expected at about 11 o’clock 
in the morning, 4 o’clock in the afternoon, and 12 
o’clock at night. Uncomplicated peptic ulcer is not 
accompanied by acute pain. 

Medical management of gastric and duodenal 
ulcer is of four types: 

1. The Sippy treatment. The hydrochloric acid is 
neutralized by frequent milk and cream feedings 
alternated with alkalies. The patient is kept in bed 
for three or four weeks. 

2. The Alvarez treatment. Smooth foods are given 
between meals. No alkalies are administered. The 
patient is not confined to bed. He receives a glassful 
of a mixture of 1 qt. of milk, two eggs, and % pt. 
of cream at 10 A.M. and 2, 4, 8, and 10 P.M. 

3. The Smithies treatment. This is a “ physiological 
rest”’ treatment which begins with rectal feedings 
and includes frequent feedings consisting principally 
of diluted carbohydrates. 

4. The Jarotzky treatment. Alternate feedings of 
whites of eggs and fresh butter are given. The whites 
of eggs have the property of fixing the free hydro- 
chloric acid and passing through the stomach quick- 
ly. The fresh butter suppresses gastric secretion and 
accelerates the emptying of the stomach. 

In the surgery of gastric ulcer, the ulcer should be 
removed. For a gastric ulcer with a diameter of 1 
cm. or less, local excision, preferably with the cau- 


tery, is indicated. As a rule it is not necessary to 
remove a duodenal ulcer when performing a Rastro- 
enterostomy, but when the duodenal ulcer is asso. 
ciated with hemorrhage complete excision is jndij- 
cated. 

Peptic ulcers recurring after operation do not 
respond to medical treatment as well as primary 
ulcers. Consequently more patients with recurrent 
ulcer come to operation than patients with primary 
ulcers. When a recurrence of symptoms after gastro- 
enterostomy appears to be due to the re-activation 
of an old duodenal ulcer, it is probable that the 
opening is not well placed or is too small. 

CHARLES F. DuBots, M.1), 


Puig Sureda, J.: Late Results of Surgical Treat- 
ment of Gastroduodenal Ulcer (Resultados |e 
janos del tratamiento quirargico de la Ulcera vas- 
troduodenal). Prog. de la clin., Madrid, 1931, xix, 
289. 

The author compares the late results of gastro- 
enterostomy for gastroduodenal ulcer with those of 
resection. He states that the surgical treatment of 
gastroduodenal ulcer is still empirical and the cause 
and pathogenesis of the disease are not known. The 
motility of the stomach is able to adapt itself to any 
conditions created by operation if there is no inflam- 
mation to interfere with free movement of the organ. 
The treatment of gastroduodenal ulcer has been 
based to a great extent on the theory that acidity is 
the cause of secondary ulcer and that extensive re- 
section will prevent it. However, experience has 
shown that jejunal ulcer occurs and recurs frequently 
after extensive resection; that there may be hyper- 
acidity after resection of the antrum and first por- 
tion of the duodenum; and that secondary ulcers 
may occur in cases of hypacidity without free acid. 

The treatment of gastroduodenal ulcer should be 
directed, not against the acidity, but against the 
gastritis and duodenitis which produce and accom- 
pany it. 

The future of patients operated upon for gastro- 
duodenal ulcer depends to a great extent on the 
residual mucosa. Treatment for residual gastritis or 
duodenitis is frequently necessary after resection. 
In some cases the disease condition is limited to the 
ulcer, whereas in others the ulcer develops on the 
basis of a gastritis. In the former, surgical treat- 
ment, preferably gastro-enterostomy, is indicated. 
In the latter, medical treatment is to be preferred 
and surgery should be performed only as a last 
resort. Unfortunately it is difficult or impossible to 
differentiate between the two groups. 

Auprey G. Morcay, M.!). 


Blackford, J. M., and Baker, J. W.: Acute Per- 
forating Peptic Ulcer. Am. J. Surg., 1931, Xii, 18. 


This is a report of 21 cases of peptic ulcer oper: ited 
on for acute perforation in a series of 445 cases in 
which a diagnosis of peptic ulcer was made. wo- 
thirds of the perforations occurred in patients be- 
tween the ages of thirty-five and fifty years. live 
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of the perforating lesions were gastric ulcers and 16 
were duodenal ulcers. Eighteen of the perforations 
occurred on the anterior or superior surface of the 
duodenum and the anterior surface or lesser curva- 
ture of the stomach near the pylorus. Only 6 of 18 
patients whose histories were obtained had had 
gastric disturbances immediately previous to the 
perforation. Twelve patients were relatively or 
absolutely free from symptoms at the time of the 
perforation. 

The gross mortality was 15 per cent. Eighteen 
patients survived the operation. Of 4 who were 
treated by gastro-enterostomy and suture, 3 are 
now free from symptoms. Of 14 treated by simple 
suture of the perforation, 9 are free from symptoms, 
2 are having symptoms severe enough to necessitate 
gastro-enterostomy, and 3 have been relieved by a 
secondary gastro-enterostomy. Of 8 examined re- 
cently with the X-ray, all present deformities. 

Experimentally produced ulcers are grossly and 
microscopically similar to ulcers occurring in man. 
Hemorrhages occur rather frequently. The bleed- 
ing usually comes from granulation tissue during a 
healing stage. The intestinal muscular coat de- 
stroyed by ulceration does not become repaired by 
new muscle fiber; a permanently thin spot persists 
in the bowel wall. During healing, the new mucous 
membrane grows over very delicate granulations. 
The thin, loosely attached mucosa may strip from 
the friable granulation base, and in the quiescent 
stage no painful yet protective inflammatory reaction 
is present. Hence a “blow-out”? may occur through 
the peritoneum. This may explain the “silent per- 
forations,” ‘‘silent hemorrhages,” and the usual 
absence of a peritoneal reaction at the site of per- 
forating peptic ulcers. 

Acute perforations occur during severe and active 
symptoms of ulcer, but active erosion and inflamma- 
tion boring through the wall of the viscus cause a 
protective localized peritonitis which prevents or 
seals acute perforation. 

The findings and conclusions made by the authors 
in a review of 954 cases reported in the last ten 
years are summarized as follows: 

1. Acute perforation of peptic ulcer occurs in 1 
female to 21 males. 

2, In the cases reviewed the gross surgical mor- 
tality was 22 per cent; the twelve-hour mortality, 
15 per cent; the twelve to twenty-four hour mor- 
tality, 32 per cent; and the twenty-four hour mor- 
tality, 71 per cent. The causes of death were shock, 
general peritonitis, and late abscess complications. 

3. Acute perforation of peptic ulcer almost never 
occurs in patients who have had treatment for 
peptic ulcer. 

4. Massive hemorrhage is rare at the time of 
acute perforation, but slight haematemesis is 
common. 

5. Satisfactory results were obtained by simple 
closure in 66 per cent of 269 cases and by closure 
with primary gastro-enterostomy in 83 per cent of 
42 cases. 


6. The advocates of primary gastro-enterostomy, 
who perform this operation in one-half of their cases, 
report a gross mortality 4 per cent lower and satis- 
factory late results in 17 per cent more cases than 
the advocates of simple suture, who perform 
primary gastro-enterostomy in only 9 per cent of 
their cases. 

7. Primary gastro-enterostomy is advisable when 
the patient is a reasonably good surgical risk. 

Norman G. Parry, M.D. 


Hautefort, M.L.: Interrupted Anesthesia in Gas- 
tric Surgery (L’anésthesie interrompue en chirur- 
gie gastrique). Bull. et mém. Soc. d. chirurgiens de 
Par., 1931, XXvi, 162. 

The author recommends that in the performance 
of a gastrectomy or gastro-enterostomy rebreathing 
mixtures be used while the viscera are being handled. 
He points out that a patient once fully anesthetized 
can be maintained for from three-fourths of an hour 
to an hour on such mixtures plus a little oxvgen. 
After the operation he gives glucose intravenously to 
aid in the elimination of the anesthetic. 

WILLIAM P. VAN WAGENEN, M.D. 


Tartagli, D.: The Shape of the Duodenum from the 
Roentgenological-Anatomical Aspect (La mor- 
fologia duodenale sotto il rispetto anatomo-radio- 
logico). Radiol. med., 1931, xviii, 289. 

Tartagli made a roentgen study of the duodenum 
of forty persons unselected as to age, sex, or type to 
determine whether or not there is a relation between 
the shape of the duodenum and the habitus simi- 
lar to the relation between the shape of the stom- 
ach and the habitus. After describing the classical 
roentgen findings in a normal duodenum, he calls 
attention to two important measurements. One of 
the latter is the bulbar angle formed by the inter- 
section of a line drawn perpendicularly from the base 
of the bulb toward the apex and a line drawn from 
one extremity of the base to the apex. This angle is 
an index of the general form of the bulb. The other 
is the angle of inclination of the bulb, which is 
formed by a line drawn perpendicularly through the 
midline of the spinal column and a line drawn 
through the center of the length of the bulb. This 
angle is taken as an index of the inclination of the 
axis of the bulb in relation to the spinal column. 

The author concludes from his study that the 
most typical configuration of the duodenal bulb as 
seen with the X-ray is triangular. This form is not 
dependent upon the habitus, but seems to be related 
to the effect of ligamentous attachments to the bulb 
and to the form and position of the stomach. Devia- 
tions from it are probably due to changes in the 
tonus of the bulbar musculature or to pressure 
defects caused by adjacent organs. 

The bulbar angle which is an index of the form of 
the bulbar triangle varies with the habitus in the 
same way as the stomach. 

The angle of inclination of the bulb varies with 
the habitus and in the erect and prone positions. It 
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is influenced also by changes in the position of the 
stomach. 

The length of the bulb, measured from the apex 
to the base, is usually 3.5 cm., but may vary in the 
same person during successive examinations and 
during the course of the same examination. 

The normal position of the bulb, irrespective of 
the habitus, is to the right of the midline. In only a 
few of the subjects examined, those in whom the 
stomach was of the accentuated forms of Reeder. 
was the duodenal bulb found to the left of the 
midline. 

The level of the bulb, although usually that of the 
third lumbar vertebra, is related to the habitus. In 
the stenotype individual it may be as low as the 
fifth lumbar vertebra, and in the platytype as high 
as the first lumbar vertebra, whereas in the medio- 
type, it is usually between the levels of the first 
and third lumbar vertebre. 

The form of the duodenal curve is related to the 
habitus, but shows slight variation with changes in 
the position of the subject. In the stenotype indi- 
vidual the semicircular form is occasionally encoun- 
tered, but the duodenum of the “V” type is most 
common. In platytype persons, the duodenum usu- 
ally has the shape of a “U.” 

Although the duodenum is considered immobile 
by anatomists, it possesses a motility of varying 
degree which is related to the habitus. In the 
stenotype person, it may move the distance of three 
lumbar vertebrez. It possesses not only this extrinsic 
motility in relation to fixed points, but also an 
intrinsic motility which is manifested by a change 
in form of the duodenal curve with changes in the 
position of the subject. The change in contour is 
due usually to changes in the shape of the third and 
fourth portions of the duodenum. The second por- 
tion of the duodenum possesses very little intrin- 
sic mobility. The duodenojejunal angle at the liga- 
ment of Treitz rarely changes its position. 

Following a discussion of the size of the bulb and 
the possible factors concerned in its variations, the 
author reviews the common anomalies of the duo- 
denum and the defects in the duodenal bulb which 
may result from the pressure of adjacent organs 
or a change in position of the subject. 

Peter A. Rost, M.D. 


Gallart y Mones, F.: The Pathogenesis of Mega- 
colon (Contribucién a la patogenia del megacolon). 
Prog. de la clin., Madrid, 1931, xix, 306. 


Twelve cases of megacolon are reported with 
photomicrographs and roentgenograms. The author 
believes that some of the current theories with 
regard to the pathogenesis of this condition are in- 
correct. According to the textbooks, megacolon is 
characterized by stubborn constipation with con- 
siderable dilatation of the abdomen and a chronic 
course, but in four of the author’s cases the chief sign 
was diarrhoea, and in one case the condition was not 
chronic as it developed within a period of a few 
months. According to the classical description also, 


megacolon is associated with elongation and dilata- 
tion of part or all of the bowel and hypertrophy of 
the bowel walls, but in one of the author’s cases of 
extreme megacolon histological examination showed 
considerable atrophy of the bowel wall. The old 
theory that megacolon is always congenital was dis- 
proved by one of the author’s cases in which the con- 
dition was very evidently acquired and five of his 
cases in which it was very probably acquired. In 
none of these cases were there associated congenital 
lesions. In all, the family history was negative for 
syphilis and the Wassermann test was negative. 
Megacolon generally involves the distal part of 
the colon. There is never an organic stenosis. ‘I'he 
dilated part is distinctly demarcated from the nor- 
mal part. In a normal person or a person with or- 
ganic stenosis, the injection of pituitrin generally 
causes intense contraction of the colon, but in a per- 
son with megacolon it results in only a slight con- 
traction or none. The author therefore concludes 
that megacolon is a segmental change in the colon in 
which the hypertrophied or atrophied muscle coat 
loses its tonicity because of a lesion in the intestinal 
wall or in the intrinsic or extrinsic nerves which 
stimulate the wall, or because of absence of the nor- 
mal endocrine or chemical stimuli of the centers 
which innervate it. Aubrey G. Morean, M.1). 


Roessle, R.: The Pathology of the Motor Apparatus 
of the Appendix (Beitrag zur Kenntnis der 
Pathologie der motorischen Apparate des Wurm- 
fortsatzes). Mitt. a.d.Grenzgeb. Med. u. Chir., 1930, 
xlii, 143. 

The pathologico-anatomical theories regarding 
appendicitis were formerly based chiefly upon the 
pathology of the mucous membrane because there 
is more evidence indicating that the bacteria enter 
the appendix by way of the appendiceal lumen than 
that they reach it by way of the blood stream. 

Roessle believes that disturbances in the motor 
function of the appendix are of great importance in 
the pathogenesis and symptoms of appendicitis as 
such disturbances lead to inadequate evacuation, 
retention, and decomposition of the appendiceal 
contents and thereby provide a basis for inflamma- 
tion and auto-intoxication. In experiments on the 
appendices of cadavers and appendices removed at 
operation, he found that the human appendix is 
capable of muscular contraction causing expulsion 
of its contents. Histological study of the muscle 
and nerve supply was particularly informative. 

In spite of our still imperfect knowledge, abnor- 
mality of the muscular layers may often be recog- 
nized with certainty. Thinning of the musculature 
is most marked in old obliterations and therefore is 
to be interpreted as an atrophy of disuse. The fact 
that the musculature is never found to be hyper- 
trophic in the vicinity of fecaliths suggests primary 
insufficiency of the expulsive power. Thickening of 
the muscular wall is undoubtedly hypertrophy 
caused by work. It may occur even in the absence 
of obstruction, purely on the basis of frequently 
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repeated cramps. This fact suggests that appendices 
which are free from the danger of coprostasis be- 
cause of their powerful musculature may cause 
symptoms because of cramps. 

“In addition to the well-known inflammations, 
appendices may produce symptoms also by changes 
in their nervous apparatus. The chief nerve changes 
are central neuromata in obliterated appendices, 
which occur only between the ages of fifteen and 
fifty years, and proliferations of the fibers and cells 
of nerve substance in the mucosa. These forms of 
disease are due to the type of nervous system in the 
mucous membrane of the appendix which possesses 
more sensory components. Disease of the nervous 
system serving motor function is manifested by 
hypertrophy of nervous and muscular strands 
coursing in the submucosa. 

The question as to how closely the histological 
findings correspond to diminished motility (copro- 
stasis) or increased motility (colics) of the appendix 
must be studied further. It was not possible to 
produce retention of contents and secondary inflam- 
mation in the healthy appendix of the dog. The 
absence of inflammation, even in adherent and 
kinked appendices, is due less to the position and 
form of the appendix than to auto-evacuation by 
unimpaired function of the neuromuscular appara- 
tus. DRvEGG (Z). 


Eichoff, E., and Pfannenstiel, W.: Experimental 
Studies on the Etiology of Appendicitis (Ex- 
perimentelle Untersuchungen zur Aetiologie der 
Appendicitis). Beitr. s. klin. Chir., 1930, cli, 171. 

Following an epidemic of appendicitis in Minden, 
in which three different types of bacteria were found 
—gram-positive anaérobic bacilli, colon bacilli, and 
diplococci or streptococci—a large number of 
freshly and chronically infected human appendices 
were studied bacteriologically. The findings were 
essentially the same. More detailed identification 
revealed the anaérobes to be Fraenkel’s gas bacilli. 
Among the colon bacteria the lactic acid fermenting 
group was found to predominate. The diplococci 
and streptococci were recognized as modified 
enterococci which, in the probably strongly acid 
medium of the acutely inflamed appendix, had 
come to resemble pyogenic streptococci. True pyo- 
genic streptococci and pneumococci were not found 
in acutely inflamed human appendices. 

Since it could not be determined from bacteri- 
ological study alone which of the three types of 
organisms were the incitors of the inflammation, ex- 
periments on rabbits were performed. The authors 
attempted to answer three questions thereby: 

1. Can a disease similar to human appendicitis 
be produced in the rabbit? 

2. How does the primary affection begin? 

3. What organism is particularly responsible? 

_ When the various types of bacteria were injected 

into artificially stenosed appendices it was found, 

that only with the aid of the Fraenkel gas bacillus 
could a fatally terminating disease process be in- 


duced. This suggested that the toxin-forming 
capacity of the anaérobes (which are also found in 
the normal human appendix) was increased by 
improvement in the anaérobic growth conditions 
resulting from symbiosis of the anaérobes with 
oxygen-consuming aérobes in the closed cavity of 
the obstructed appendix. The introduction of even 
large numbers of other bacteria cultured from hu- 
man appendices resulted in no inflammation in 
either the stenosed or the non-stenosed appendix. 
In the non-stenosed appendix even the gas bacilli 
failed to produce inflammation. 

However, as a syndrome resembling human ap- 
pendicitis was sometimes reproduced by stenosis 
of the appendix alone without the injection of bac- 
teria, no importance was attributed to the afore- 
mentioned three types of bacteria in the production 
of the experimental appendicitis. A combination of 
mechanical and bacteriological factors was assumed. 
The authors believe that in the completely closed 
appendix the primary condition is due less to 
fermentation products than to certain forms of 
necrosis and pus-producing organisms or their toxins, 
and that therefore gross mechanical insult is of no 
importance in the artificial production of appen- 
dicitis in rabbits. 

Further studies were made of the therapeutic 
effect of gas-bacillus serum on the intra-appendiceal 
infection of rabbits. The results indicated that, 
when the infection. is produced by a homologous 
strain, the antitoxic gas-gangrene serum does not 
prevent the disease, but, by neutralizing the gas- 
bacillus toxin, it increases the defensive powers of the 
peritoneum. HELLNER (Z). 


Cazzamali, P.: Difficulties in the Diagnosis in 
Appendicitis (Oscuritaé diagnostiche in tema di 
appendicite). Clin. chir., 1931, vii, 113. 

In his discussion of the difficulties encountered 
in the diagnosis of lesions of the appendix, Cazzamali 
presents detailed case reports illustrating the com- 
mon errors and discusses herniation of the appendix 
into hernial sacs of various types. 

Although the appendix is usually located in the 
right iliac fossa, it is sometimes found in the pelvis, 
subhepatic region, or the left side of the abdomen. 
Anomalous positions are important factors rendering 
the diagnosis of appendicitis difficult. 

Even the normally located appendix may give 
rise to symptoms referable to other organs. The 
multiple vague symptoms referred to the stomach, 
appropriately designated by Languet as ‘“‘appen- 
diceal dyspepsia,” resist medical treatment, but 
cease after appendectomy. Peptic ulcers are not 
uncommonly associated with inflammation of the 
appendix. The author accepts the embolic theory 
of Payer, who believes that the appendiceal inflam- 
mation gives rise to thrombosis of the veins of the 
meso-appendix and the omentum, and that the 
thrombi become dislodged and carried by way of 
the portal system to the gastric mucosa, where they 
produce small infarcts followed by necrosis and 
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ulceration. Besides treatment of the ulcer in these 
cases, appendectomy is necessary for complete 
relief of the symptoms. 

Cazzamali discusses the changes in the liver that 
result from lesions of the appendix. The hepatic 
changes may be a cloudy swelling, cholangeitis, or 
an intrahepatic abscess, all of which are probably 
due to extension of the infection from the appendix 
through the lymphatics or the portal svstem of the 
liver or to a toxemia with its focus in the appendix. 

The toxemia may also produce changes in the 
kidneys with the appearance of albuminuria and 
hematuria during the course of the appendicitis. 

To illustrate the difficulties and errors encoun- 
tered in the diagnosis of appendicitis, the author 
presents the detailed clinical history and the opera- 
tive and pathological findings in a case of appen- 
diceal abscess that was mistaken for a neoplasm, a 
case of subhepatic appendiceal abscess that was 
diagnosed as calculous cholecystitis, a case of 
rupture of the gall bladder that was believed to be 
an appendiceal abscess, unusual cases of appendicitis 
on the left side, unusual cases of subacute and 
chronic appendicitis, a complicated case of acute 
inflammation of a retrocecal appendix, and a case 
in which a renal stone simulated chronic appendicitis. 

In a review of 6,941 cases of hernia, Cazzamali 
found 42 cases in which the appendix was located in 
the hernial sac. The ages of the patients ranged 
from nine to seventy-five years. The majority of 
the patients were males. The appendix was found 
most frequently in right inguinal hernia, but in 2 
cases it was in a crural hernia and in 1 case in an 
inguinal hernia on the left side. The author cites 
from the literature cases in which umbilical, dia- 
phragmatic, and left crural hernia contained the 
appendix. 

The condition of the appendix in the hernial sac 
varied from normal to simple acute appendicitis, 
acute appendicitis complicated by abscess, chronic 
appendicitis, and strangulation of the appendix at 
the neck of the hernial sac which was either primary 
or secondary to an inflammatory swelling of the 
appendix. In 8 cases the appendix was normal; in 
22 cases it was acutely inflamed and simulated a 
strangulated inguinal hernia; and in 12 cases it was 
adherent to the sac. 

Since very few of the appendices found in herniz 
are free from evidence of chronic inflammation, the 
author recommends the removal of all appendices 
found in hernia. Some surgeons advise against 
appendectomy during the course of a herniotomy 
because of the danger of contaminating the wound, 
but Cazzamali has found that soiling of the wound 
can be prevented as he has had no instance of wound 
infection in his cases. Perer A. Rost, M.D. 


Jennings, J. E.: The Relation of the Welch Bacillus 
to Appendicitis and Its Complications. Ann. 
Surg., 1931, xciii, 828. 


In the study reported in this article anaérobic 
cultures were made of the contents of appendices, 
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tissue taken from the wall of the appendix without 
invading the lumen, fluid removed from cases of 
peritonitis following gangrenous appendicitis, and 
the blood of patients with proved bacillus welchij 
peritonitis. Most of the cultures of blood were neg 
ative. The results of the other cultures suggested 
that the bacillus welchii is present in the lumina of 
most appendices and is frequently found outside of 
the gut in an actively growing form in appendicular 
abscess, localized peritonitis, and free peritoneal 
exudate; that while in most cases its activity is cut 
short by operation with removal of the appeniix, 
this is not always true and the micro-organism is an 
active factor, if not the most active factor, in the 
production of a fatal disease. 

At first, the presence of bacillus welchii infection 
was determined by cultures and animal tests, but 
as experience was gained, more dependence was 
placed upon the clinical appearance of the peritoneal 
exudate and the examination of smears made at the 
operating table. In diffuse peritonitis due to the 
bacillus welchii the temperature is not greatly 
elevated, but the pulse is fast. The mucous mem- 
branes are cyanotic, the pupils are dilated, and the 
face shows a dusky flush. 

In the first cases treated with antitoxin the anti- 
toxin was given intravenously at the time of opera- 
tion. As this often provoked a severe reaction, the 
antitoxin is now given subcutaneously with normal 
salt solution. When the presence of the bacillus 
welchii is proved by culture, the antitoxin is given 
daily for two or three days. The number of times it 
must be repeated is determined from the symptoms 
and the course of the disease. 

The author reports in detail five cases of gan- 
grenous appendicitis with general peritonitis follow- 
ing rupture of the appendix, in all of which treat- 
ment with the antitoxin was followed by marked 
improvement. Four of the patients recovered. ‘Ihe 
one patient who died had been ill for twelve days 
before he came to operation. 

WititAM J. Pickett, M.1). 


De Almeida Prado, A., and Montenegro, J.: Chronic 
Appendicitis and Mesosigmoiditis of Tubercu- 
lous Origin (Appendicite chronique et méso-ig 
moidite d’origine tuberculeuse). Rev. Sud.-Am. di 
méd. et de chir., 1931, ii, 21. 


The authors report a case of tuberculous meso- 
sigmoiditis in a boy eighteen years of age who gave 
a history of crises of periumbilical pain accompa- 
nied by severe constipation with interval attacks 
of mucosanguineous diarrhoea lasting from one 
to three days and ceasing spontaneously. Except 
during these crises, the patient enjoyed good health 
and was able to work. Following a slight fall, the 
pain became constant and more generalized throug) 
out the abdomen and during deep breathing there 
was a sensation suggesting a mass pressing upon t!i¢ 
stomach. There was no diarrhoea, melena, or 
hematemesis, but a slight ephemeral fever was 
noted. 
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The findings of physical examination were nega- 
tive except that abdominal palpation revealed an 
indefinite tense epigastric swelling which extended 
toward the left hypochondrium. Percussion of this 
swelling caused sharp pain. There was a sensation 
of fixation of the transverse and descending colon. 
The twenty-four-hour opaque meal showed dilata- 
tion of the cecum, a retrocecal vacuolated appendix, 
and gunbarrel deformity of the sigmoid. These 
findings suggested chronic appendicitis or chronic 
intestinal obstruction with mesosigmoiditis. The 
gunbarrel formation in the sigmoid in conjunction 
with the history led to a diagnosis of mesosigmoid- 
itis. 

Laparotomy confirmed the pre-operative diag- 
nosis. The mesosigmoid showed recent star-like 
cicatrices. Pathological examination of the appen- 
dix, mesoappendix, and a portion of the mesosig- 
moid showed chronic interstitial appendicitis with 
typical tubercles in the submucosa and meso- 
appendix and a cicatricial mesosigmoiditis without 
tubercles. The patient recovered. 

After relief for a time, the trouble recurred and 
further roentgenological studies showed an organic 
lesion with infiltration of the walls of the first portion 
of the sigmoid. As the patient was greatly emaciated, 
he was given medical treatment to prepare him for 
another operation. 

The authors believe that there was a causal 
relationship between the appendicitis and the 
mesosigmoiditis. Although tubercles could not be 
demonstrated in the mesosigmoid, it seemed 
illogical to them to search for another etiological 
factor when both conditions could be attributed to 
the same histological process. 

James B. Mason, M.D. 


Sheaf, E. W.: The Treatment of Acute Appendicitis 
by Crile’s Method. Guy’s Hosp. Rep., Lond., 
1931, Ixxxi, 229. 


The author reports on 394 cases of acute appen- 


dicitis which were operated upon. There were 4 
deaths in 57 of the cases which were complicated 
by diffuse peritonitis, 4 deaths in 65 cases of abscess 
formation, and 1 death in the remaining 272 cases 
which were uncomplicated. 

As soon as the diagnosis was made, !/6 or 14 gr. 
of morphine was given, and arrangements were 
made for operation as soon as possible. All cases 
were operated on irrespective of the length of history, 
and operation was never refused on the ground that 
the patient was too ill. The anesthetic of choice 
was nitrous oxide and oxygen, but in most cases 
ether was used as nitrous oxide and oxygen were not 
available. The abdominal wall was usually, but not 
always, infiltrated with 0.5 per cent novocain down 
to the peritoneum. McBurney’s gridiron incision 
was used as a rule and a paramedian incision oc- 
casionally. Except in certain cases with abscess, 
the appendix was removed with minimal dis- 
turbance. If the appendix was unperforated the 
wound was usually closed without drainage. 


The presence of free turbid fluid was not looked on 
as an indication for drainage unless the appendix 
was perforated, the infection being thought prob 
ably due to the harmless, or even protective, in 
vasion of staphylococcus albus. When an abscess 
was found it was opened, if possible, without 
opening the peritoneal cavity and as laterally as 
possible. If opening of the abscess made it neces- 
sary to go through the healthy peritoneal cavity, 
the latter was packed off with moist gauze. When 
the abscess had been opened the pus was gently 
mopped out. The appendix was then removed only 
if this could be done without disturbing protective 
adhesions. In about half a dozen cases the cavity 
was freely mopped out with the mercurochrome so- 
lution used for sterilizing the skin (mercurochrome, 
2 gm.; water, 35 c.cm.; alcohol 95 per cent, 55 c.cm.; 
acetone, 10 c.cm.). The patients so treated pro- 
gressed well and seemed to heal more quickly than 
the others. The wound was closed around a drainage 
tube. 

If healthy peritoneum had not been opened no 
special after-treatment was given, but if it had been 
opened, treatment as for peritonitis was employed 
until the danger was over. If the appendix had not 
been removed, the appendectomy was done as soon 
as the wound was soundly healed. The cases in 
which frank pus was found and those in which there 
were no limiting adhesions were classified as cases 
of spreading peritonitis. The appendix was removed 
with minimal disturbance, and the wound closed 
around a drainage tube with the use of as few 
stitches as possible and care to prevent interference 
with the blood supply. 

In the after-treatment large hot fomentations 
were applied in most cases. Fluid was given chiefly 
by rectum. The patient was kept in Fowler’s posi- 
tion and given '/s gr. of morphine every four hours 
as long as this was required to keep him comfortable. 
Enemata and pituitrin were absolutely forbidden. 
No stimulants were administered. 

Under such treatment, the temperature and pulse 
rate usually fell, abdominal tenderness subsided, 
and after about thirty-six hours flatus began to 
pass. When this stage was reached, feeding by 
mouth was started, the proctoclysis and morphine 
were stopped, and the drainage tube was shortened. 
If vomiting occurred the stomach was emptied by 
aspiration. 

Sometimes at the end of forty-eight hours or a 
little longer, flatus has not been passed and dis- 
tention appears. For this condition there are 3 
possible explanations: 

1. The peritonitis may have subsided and the 
bowel may be unable to empty simply because it 
is so full that its ordinary peristalsis is not able 
to make a start and attempts to contract the ab- 
dominal muscles are painful. In such cases a tur- 
pentine enema or a dose of eserine may be all that 
is required. 

2. The peritonitis may not have subsided. Under 
such circumstances it is advisable to wait a little 
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longer, keeping the stomach empty, or, if the condi- 
tion seems sufficiently urgent, perform an enteros- 
tomy. 

3. There may be mechanical obstruction from a 
band, a kink held by adhesions, or the pressure of 
a residual abscess, which will, of course, require 
operation. 

None of the patients whose cases are reviewed 
required operation for obstruction, and only 1, who 
died in spite of it, had an enterostomy. A few had 
a residual abscess in the pelvis. Drainage of the 
pelvis does not prevent the formation of these 
abscesses. In the cases reviewed, the abscesses 
occurred after drainage of the pelvis. 

The mortality in the cases reviewed was 2.28 
per cent. MANUEL E. LICHTENSTEIN, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Fedorov, S.: Contributions to Biliary Tract Sur- 
gery, Based on 515 Operations (Einige Beitraege 
zur Gallenwegechirurgie auf Grund von 515 Opera- 
tionen). Nov. chir. Arch., 1930, xx, 163. 

Up to the end of the year 1920, 515 cases of differ- 
ent diseases of the biliary tract were operated upon 
at the Military-Medical Clinic at Leningrad. There 
were 25 cases of malignant neoplasm (about 5 per 
cent), and 490 cases of cholecystitis with and with- 
out stones. There were 5 times as many female 
patients as male patients. The total mortality was 
10 per cent (49 deaths). In the last 228 operations, 
however, the mortality was only 5 per cent (12 
deaths). 

The most important causes of death were post- 
operative hemorrhage (15 times), peritonitis and 
angiocholitis (7 times each), pneumonia, and cardiac 
insufficiency. If the cases of cholemia, angiocholitis 
and biliary fistula are excluded, the mortality was 
between 2 and 3 per cent. Of 34 patients who were 
operated upon in the acute or subacute stage, 12 
died. Therefore the author does not advocate 
operation in acute cholecystitis. He believes the 
danger of perforation of the gall bladder is ex- 
aggerated. 

With regard to errors in the diagnosis of chole- 
cystitis, the author says that various diseases of the 
stomach and duodenum and, less often, diseases of 
the appendix and kidneys, are mistaken for this 
condition. Neuroses of the abdominal cavity and 
Aschoff’s stasis of the gall bladder also present 
great diagnostic difficulties. In hydrops of the 
gall bladder a calculous obstruction is usually found. 

In cholelithiasis, cholecystectomy appears to be 
the best operation. In cases in which the cystic 
duct is constricted, the common bile duct is un- 
dilated, and large stones are present, cholecystec- 
tomy may be sufficient, but otherwise choledocho- 
tomy is indicated. There should be no hesitancy 
in using a bougie on a constricted papilla of Vater, 
but if the papilla cannot be dilated, choledocho- 
duodenostomy is indicated. 


INTERNATIONAL ABSTRACT OF SURGERY 


Operations on cholemic and acholic patients 
often give rise to profuse and fatal hemorrhages. 
All of the remedies recommended for the control of 
these hemorrhages to date are sometimes futile, 
The best prophylactic procedure appears to be pre- 
operative blood transfusion. These hemorrhages 
may occur even in cases in which the coagulability 
of the blood is normal or above normal. Their 
cause lies in hepatic dysfunction or hypofunction 
and the absence of bile from the intestinal tract, 
It is most important that the bile be diverted into 
the intestine as soon as possible, and sometimes 
cholecystenterostomy may serve the purpose excel- 
lently. Therefore, in the cases of cholemic patients 
the operation should never be begun with a chole- 
cystectomy. 

Cholecystectomy should also be avoided in cases 
of external biliary fistula. Occasionally such a 
fistula can be extirpated from the abdominal wall 
and implanted into the stomach or the duodenum. 
Sometimes an extra-abdominal anastomosis of an 
external fistula with the intestine by means of a rub- 
ber tube may be of value. The author has observed 
patients with such an anastomosis who were able 
to lead almost a normal life for a long time (up to 
five years). 

In most of the cases reviewed, the cholecystectomy 
was subserous and was begun at the neck of the gall 
bladder. Sometimes the surgeon must be satistied 
with incision, thermocauterization, and closure of 
the gall bladder. It is generally agreed that the 
abdominal wound should be closed after the opera- 
tion. If complete hemostasis has been obtained 
and the operative field is well covered with perito- 
neum, complete primary closure is possible even in 
infected cases. If packing is indicated, the packing 
must be wide. Drainage tubes and narrow gauze 
strips should not be used. Besides quicker wound 
healing, complete closure of the abdominal cavity 
favors a smooth postoperative course without pain 
and meteorism and with a good general condition. 
Kehr’s drainage should not be forgotten as occa- 
sionally it may be used to great advantage. 

G. Attrov (Z). 


Kirklin, B. R.: The Necessity for Accurate Tech- 
nique in Oral Cholecystography: Errors At- 
tributable to Technical Lapses. Am. J. Roviil- 
genol., 1931, XXV, 595. 


Of the 2 methods of cholecystography, the method 
in which the opaque dye is administered orally is 
used far more extensively than the method in which 
the opaque dye is given intravenously, yet it is 
widely assumed, and many adherents of the former 
procedure have been disposed to grant without 
argument, that the oral method is considerably less 
accurate than the intravenous method. Kirklin is 
convinced that this assumption had its origin 
chiefly in the experimental period of cholecystog- 
raphy, when methods in which the dye was given 
by mouth were diverse and very imperfect; that a 
statistical comparison of the 2 methods often has 
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been made under conditions which were not validly 
comparable; and that if a rational and punctilious 
technique is employed, the diagnostic results fol- 
lowing the oral administration of the dye are fully 
as reliable as those obtained when the dye is given 
intravenously. Experience has shown that when 
the drug is given by mouth the following conditions 
ng be met: 

The dye should be administered in sufficient 
quantity and in a freely absorbable form. 

It should be so given that it will not tend to 
excite nausea, vomiting, or annoying catharsis. 

It should be taken into the stomach im- 
anes after the ingestion of a full meal containing 
a minimal quantity of fats. 

4. Fats should be withheld subsequently until 
the gall bladder has had an opportunity to fill with 
dye-laden bile and to concentrate it. 

5. As a routine, roentgenograms should be made 
at not less than 3 properly spaced intervals. 

6. A fatty meal should be given between the final 
sets of roentgenograms. 

7. Other food or drink that might empty the 
gall bladder prematurely should be withheld. 

8. Purgatives and other medicaments that may 
affect the motility or absorbability of the bowel or 
the function of the gall bladder must be interdicted 
during the period of examination. 

The routine procedure now satisfactorily employed 
at the Mayo Clinic represents an effort to fulfill 
these requirements, but attained its present form 
only after a long period of trial and error. As in 
many other roentgen laboratories, various chole- 
cystographic media have been tested, but none has 
been found superior to the sodium salt of tetra- 
iodophenolphthalein. The latter is dispensed to the 
patient in a uniform dose of 4 gm., freshly dissolved 
in 30 c.cm. of distilled water. The patient is in- 
structed to mix the solution with a glassful of grape 
juice, orange juice, or carbonated mineral water, 
and to drink the mixture immediately after finishing 
the evening meal. When the mixture is taken as 
directed, it is palatable to most persons, readily 
absorbed by the bowel, and seldom followed by 
nausea, vomiting, or troublesome catharsis. The 
author emphasizes, however, that the meal must be 
of substantial amount, reasonably free from fats, 
and followed at once by the cholecystographic 
compound. 

Kirklin is of the opinion, although he lacks proof, 
that castor oil and perhaps other purgatives taken 
within twenty-four hours prior to the test may 
vitiate the results. 

A careful roentgenographic technique is essential 
for correct diagnosis. This is true whether the drug 
is given orally or intravenously. Prevention of 
bodily movement is also of prime importance as 
the slightest displacement of the gall bladder during 
toentgenography may obliterate evidences of stones 
or papillomata. In the laboratory at the Mayo 
Clinic such movement has been reduced to the 
minimum by employing a high milliamperage and 
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a short time of exposure, immobilizing the patient 
with a broad canvas band drawn tightly over his 
back, and requiring the patient to exhale deeply 
and then cease breathing during the exposure. 

Since the advent of cholecystography, more than 
35,000 patients have been examined at the Mayo 
Clinic after oral administration of the dye. The 
diagnostic results, although excellent from the be- 
ginning, have been improved by scrupulous atten- 
tion to the technical features which Kirklin has 
emphasized. Taking account of all errors, both 
positive and negative, the average incidence of cor- 
rect diagnosis is now slightly above 90 per cent, 
which is virtually identical with the average re- 
ported by those who administer the dye intra- 
venously. 

The technique described by Kirklin has little 
claim to novelty, but is presented in detail because 
it has proved to be thoroughly satisfactory. 


Fleming, B. L.: An Investigation of the Functions 
and Symptoms of the Surgically Drained Gall 
Bladder. Ann. Surg., 1931, xciii, 730. 

Thirty-six patients were studied by cholecystog- 
raphy following cholecystostomy. Twenty-seven 
were women. The average time since the cholecys- 
tostomy was forty-six months; the longest time, two 
hundred and thirty months; and the shortest time, 
six months. One patient (2.7 per cent) gave a normal 
response. ‘Thirty-five patients (97.3 per cent) 
showed absence or impairment of function. 

Three of seven visualized gall bladders showed 
normal emptying function. 

Eighteen patients (50 per cent) were free from 
symptoms although their cholecystograms indicated 
impairment of gall-bladder function. In the cases 
of fourteen of this group the gall bladder was not 
visualized. 

Three patients had a recurrence of symptoms 
severe enough to necessitate cholecystectomy. In 
two, tones were left in the gall bladder at the first 
operation. 

Eighteen (50 per cent) were free from symptoms, 
and fourteen (39 per cent) had been definitely 
benefited by the cholecystostomy. 

The examination revealed gall stones in thirty- 
two patients, empyema of the gall bladder in seven, 
and common duct stones in six. Gall stones were 
found in all cases of empyema and all cases of stone 
in the common duct. One patient had gall stones, 
empyema of the gall bladder, and stones in the 
common duct. 

From these findings the author draws the follow- 
ing conclusions: 

1. Cholecystography, being a test of function, is 
of no assistance in the evaluation of symptoms aris- 
ing subsequent to cholecystostomy. 

2. External surgical drainage of a diseased gall 
bladder is not a means of restoring normal gall- 
bladder function. 

3. Normal function of the surgically drained gall 
bladder is not essential to good health. 
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4. The surgically drained gall bladder that fails 
to cause symptoms subsequently represents a healed- 
in lesion. L. Enwrots Bovik, M.D. 


Vallone, D.: Anatomical and _ Bacteriological 
Changes in the Biliary Tract After Experi- 
mental Cholecysto-Entero-Anastomoses (Le 
modificazioni anatomiche e batteriologiche delle vie 
biliari dopo le colecisto-entero-anastomosi speri- 
mentali). Avwn. ital. di chir., 1913, x, 158. 


In experiments on dogs, anastomoses were made 
between the gall bladder and the stomach, duo- 
denum, small intestine, and transverse colon. The 
common duct was then sectioned. The common 
duct was sectioned instead of ligated in order to 
prevent re-establishment of its permeability. After 
each anastomosis the biliary tract was studied 
roentgenologically by introducing an opaque me- 
dium through the anastomosis. The roentgenograms 
are reproduced. The liver parenchyma was studied 
histologically. 

The author found that anastomosis between the 
gall bladder and the stomach or intestine inevitably 
leads to ascending infection of the biliary tract. 
Low cholecystenterostomy is incompatible with 
life. The degree of infection of the biliary tract is 
directly proportional to the size of the opening. The 
lower in the intestinal tract the anastomosis the 
more severe the infection. After anastomosis of the 
gall bladder to the stomach, the dogs survived four 
or five months, while after anastomosis of the gall 
bladder to the lower part of the intestine they sur- 
vived only a few days and abscesses developed in 
the liver. 

The anastomosis is followed by dilatation of the 
intrahepatic and extrahepatic bile ducts. The dila- 
tation is not caused by an increase of the pressure in 
the ducts as this pressure may even decrease because 
of lack of action of Oddi’s sphincter. It is due 
directly to the ascending infection and varies with 
the severity of the latter. Among the bacteria most 
frequently found in infection of the biliary tract 
after anastomosis of the gall bladder to the intestine 
are staphylococci and colon bacilli. 

AupREY G. Morcan, M.D. 


Perrotti, G.: The Effects of Interrupting Pan- 
creatic Excretion by Detaching the Pancreas 
from the Duodenum (Gli effetti della interruzione 
delle vie escretorie pancreatiche mediante la dis- 
inserzione del pancreas dal duodeno). Ann. ital. 
di chir., 1931, X, 145. 


Perrotti reports experiments carried out on dogs 
in which he detached the pancreas from the duo- 
denum, thereby completely and permanently inter- 
rupting the excretion of both the internal and ex- 


ternal pancreatic secretions. The operation was 
followed by regressive changes throughout the 
parenchyma of the gland which led to gradual dis- 
appearance of both the acinous and the insular 
part. The acinous part was destroyed much sooner 
than the insular part. After considerable degenera- 
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tion of the insular part had occurred the animals 
developed severe pancreatic diabetes. As both 
parts of the gland are destroyed, it is impossible jn 
this way to obtain gland tissue deprived entirely of 
external secretion and suitable for grafting without 
severely injuring the insular part of the gland. 
AupREY G. MorGan, M.1|). 


Phillips, A. W.: Hypoglycemia Associated with 
Hypertrophy of the Islands of Langerhans. 
J. Am. M. Ass., 1931, xcvi, 1195. 


Most authorities agree that the normal blood 
sugar limits are between 80 and 120 mgm. per too 
c.cm. of blood. Persons exhibiting symptoms of 
hypoglycemia usually have readings below 70 mgm. 
A hypoglycemic syndrome may include fatigue, 
anxiety, irritability, lassitude, gnawing hunger, 
twitching of the muscles, tremors, phenomena sim- 
ulating drunkenness, diplopia, vasomotor changes, 
hot flashes, secretory irregularities, lachrymation, 
profuse perspiration, vertigo, syncope, loss of emo 
tional control, convulsions, and coma. 

Hypoglycemia is produced by alkalosis and hypo- 
calcemia. It follows the injection of insulin, albu- 
mose, and peptone, and may follow extensive burns. 
It is present in certain disturbances of the liver and 
in certain disturbances of the thyroid, pituitary, and 
suprarenal glands. The blood sugar is low also after 
muscular exhaustion and in progressive muscular 
dystrophy. The literature records a few cases in 
which hypertrophy, adenoma, or carcinoma of the 
islands of Langerhans was associated with a low 
blood sugar. 

The author reports a case of uremia with hypo- 
glycemia. The urea nitrogen in the blood was 203 
mgm. and the blood sugar ranged from 45 to 25 
mgm. The autopsy findings indicated that the 
precipitating cause of death was of nephritic origin. 
The islands of Langerhans were large, averaging 325 
to 242 micra, whereas their normal average size is 
about 157 by 146 micra. As no other cause of the 
hypoglycemia could be found, it is presumed that 
the enlarged islands were responsible. Cecil and 
others have noted large islands in cases of diabetes. 

Earv O, Latimer, M.1). 


Bodart, A.: Methods of Production and Develop- 
ment of Pancreatic Fistule (Modes de pro 
duction et évolution des fistules pancréatique- 
Arch. franco-belges de chir., 1929-30, XXxii, 545. 

Pancreatic fistula are formed after very diverse 
operations performed on the pancreas or one of the 
nearby organs. From the etiological or pathogenic 
point of view, it is necessary to consider three 
factors: (1) the presence of a continuous epithelium 
lining the fistula, (2) the opening of an important 
excretory canal in the wall, and (3) more or !css 
marked destruction of the glandular parenchyma. 

Therefore, according to the causes, fistula may be 

classified into three groups: 

Group 1. Fistula with a continuous epithelium, 
principally chronic fistule. 
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Group 2. Fistula associated with an open duct of 
Wirsung. If the section is complete and if the 
derivation of fluid is nearly complete, the conditions 
are those of experimental fistula—fistulization of 
indefinite duration. 

Group 3. Fistula communicating with a secretory 
parenchyma. The persistence of the secretion is 
dependent upon: (a) the opening into the tamponed 
cavity or into the cyst of a considerable number of 
gland lobules, and (b) persistence of the vitality of 
the acini, which depends upon intact vascularization 
and absence of extensive sclerosis. 

When an incision is made for the removal of 
calculi a lateral wound of the duct of Wirsung is 
produced and the resulting fistula is not serious. 

A lateral wound is made also when a retention cyst 
is opened, but under these circumstances the fistula 
will persist if the obstruction is permanent. 

When a tumor is removed, fistulization may or 
may not occur. It is certain to occur, however, if 
the normal parenchyma is incised and if an im- 
portant excretory canal is sectioned. 

When an adherent or penetrating ulcer is torn or 
dissected, the resulting fistulization is generally not 
serious as the canals are usually not involved. 

Difficult operative procedures at the level of the 
duodenal stump may be followed by a temporary 
fistula if a lateral wound is made in the duct of 
Wirsung or Santorini and by a permanent fistula if 
the duct of Wirsung or Santorini is completely 
sectioned. 

In traumatic rupture or inflammatory destruction 
which is operated upon early before the stage of 
organization, section of the duct of Wirsung itself is 
exceptional. It is possible in contusions, but occurs 
seldom in pancreatitis, even pancreatitis of the dis- 
secting type. 

Destruction of the parenchyma is often severe, 
but is not a certain cause of serious fistulization. 
Everything depends on the vitality of the acini ex- 
posed in the fistula and the degree of the infectious 
or post-traumatic sclerosis which invades the acini. 
However, nothing in the etiology makes it possible 
to forecast the action of these two factors. 

In traumatic or inflammatory destruction oper- 
ated upon late, in the stage of organized pseudocyst, 
a false wall covers the bottom of the fistula. This 
wall may be completely sclerotic, excluding the cyst 
and therefore the fistula from the secretory elements. 
Under such circumstances, there is a fistula with 
ordinary fluid which is not serious. In other cases 
the wall may be largely sclerotic, but may contain a 
few active secretory elements. Under such circum- 
stances the fluid is not very active and the fistula will 
probably be only temporary. In a third group of 
cases the wall may be covered with living and 
secreting acini. Under such circumstances the fluid 
ls very active and the prognosis for healing of the 
fistula must be reserved. 

Before operation, the sclerotic organization of the 
wall has a greater chance of being complete in 
inflammatory pseudocysts than in traumatic pseudo- 
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cysts, infection being one of the most important 
causes of sclerosis and devitalization of nearby acini. 
After operation, a mild vasomotor or a purely in- 
flammatory attack from re-activated or new infec- 
tion may continue the process of organization and to 
a degree which cannot be determined in advance. 
Thus a traumatic pseudocyst operated upon early, 
which has only slightly sclerotic walls and a very 
active fluid and therefore all of the theoretical 
chances for prolonged fistulization, may become 
healed quickly because of postoperative changes. 
If the epithelium of a true marsupialized cyst re- 
mains intact and if no new infectious process destroys 
it or permits union of the connecting walls, the fistula 
will persist for an indefinite period. PACE. 


Carr, A. D., Parker, R., Grove, E., Fisher, A. O., and 
Larimore, J. W.: Hyperinsulinism from a B- 
Cell Adenoma of the Pancreas. J. Am. M. Ass., 
1931, XCV1, 1363. 

It was not until recently that a hypoglycemic 
state was definitely proved to result from hyper- 
plasia of the insulin-forming tissue. 

Three cases of partial extirpation of the pancreatic 
tissue for hypoglycemia are on record. The authors 
report a fourth. The authors’ patient, a boy nineteen 
years of age, had attacks of unconsciousness during 
which his behavior was abnormal. The attacks oc- 
curred almost daily. They began with a sense of 
hunger and anxiety followed by mental confusion, 
and progressed to a stupor associated with profuse 
perspiration, slight cyanosis, and muscular twitch- 
ing. Recovery occurred spontaneously after a few 
hours. The patient was then tired and ravenously 
hungry. The drowsiness was promptly relieved by 
food. Candy was often used to abort an attack. 
During one attack the blood sugar was 44 mgm. per 
100 C.cm. 

The patient was placed on a diet rich in carbo- 
hydrates. During a period of eight months on this 
diet he had only mild symptoms, but became desir- 
ous of surgical treatment. 

At operation, the pancreas appeared normal except 
for a firm bluish mass 2 cm. in diameter in its mid- 
portion. The latter was easily lifted out of the sub- 
stance of the gland. No leakage of the pancreatic 
secretion occurred at the drainage site. Twenty-four 
hours after the operation the blood sugar rose to 107 
mgm. per 100 c.cm. The glycosuria did not recur. 

The specimen removed at operation was an en- 
capsulated, firm, dark red mass the size of a small 
walnut, which consisted essentially of columns of 
epithelial cells in which were numerous modified 
Langerhans cells of the B type. 

STANLEY H. MENTzER, M.D. 


Lambert, G., and Bottin, J.: Two Cases of Tuber- 
culosis of the Spleen (A propos de deux cas de 
tuberculose de la rate). Rev. belge d. sc. méd., 1931, 
iii, 35. 

The authors report a case of scleronodular tuber- 
culosis of the spleen in which the diagnosis was based 
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on a section from an accessory spleen and a case of 
miliary tuberculosis of the spleen in which the con- 
dition was believed to be Banti’s disease before the 
pathological examination was made. Neither case 
presented the symptom triad of Rosengart—spleno- 
megaly, hyperglobulia, and cyanosis. Careful and 
minute hematological studies gave no clue to the 
nature of the disorder. 

In the authors’ opinion, a pre-operative diagnosis 
of splenic tuberculosis is practically impossible ex- 
cept at a very late stage when the tuberculosis is 
generalized. The most important aid in the clinical 
diagnosis seems to be the history. 

The authors contribute data on the spleen as a 
hematopoietic organ. In pathological sections they 
found splenoblasts of Haucke and two types of 
myeloblasts which they believe must have been 
formed in the spleen since none could be found in the 
general circulation. They noted also that the spleno- 
blasts arose from splenic reticular cells and not from 
lymphocytes or lymphoblasts (Haucke). The spleen 
is a destroyer of erythrocytes. The authors believe 
that the abnormal erythrocytes are predisposed to 
splenic destruction and that this is why they are not 
seen in the general circulation. The spleen inhibits 
the production of platelets by the bone marrow. 

Splenectomy is followed first by a decrease in 
the number of erythrocytes and the hemoglobin, a 
polynucleosis with absence of eosinophiles, and an 
increase in the number of platelets. Later, the ery- 
throcytes return to their original number and there 
is a mononucleosis with a persistently increased 
number of platelets. 

The leucocytosis is an index of the reaction of the 
hematopoietic system in the absence of the spleen. 

The exaggerated mononucleosis which is always 
present four months after the operation and follows 
an exaggerated transitory polynucleosis seems to he 
a sign of continuation of the affection. The latter is 
not localized in the spleen alone, but involves the 
entire hematopoietic system. The change in the 
leucocytic formula in the sense of a mononucleosis 
is perhaps an important premonitory sign of the 
opening of new organic lesions. 

James B. Mason, M.D. 


MISCELLANEOUS 


Clavel, C.: An Early Sign of Visceral Lesion in Con- 
tusions and Wounds of the Abdomen. The 
Sign of Peritoneal Fluttering (Sur un signe 
précoce viscerale dans les contusions et plaies de 
l’abdomen. Signe du_ treblotment peritoneal). 
Presse méd., Par., 1931, XXXix, 509. 

Within the first hour or half hour following an 
accident many of the classical signs of visceral 
lesions are still lacking and general symptoms are 
masked by shock. Tixier called attention to the 
fact that the presence of discrete ascites in chronic 
abdominal disease (ovarian tumor, fibroma, gastric 
neoplasm) is revealed by slight undulations of the 
abdominal wall on succussion or percussion, and 


a peculiar sensation of floating of the uterus and 
slight distention of the pouch of Douglas perceived 
on vaginal palpation. Clavel has employed Tixier’s 
method of examination in cases of abdominal con- 
tusion and wounds. Its use is possible only in the 
absence of contracture. 

With the patient lying on his back with the thighs 
relaxed, the palmar surface of the four last fingers js 
placed flat in the iliac fossa and the abdominal wall 
is depressed several times in rapid succession. When 
fluid is present, the undulatory movement of the 
wall yields a double sensation, tactile and visual. 
The tactile sensation is not of waves properly speak- 
ing, but a sort of gelatinous trembling doubtless due 
to perception of the intestinal loops which float in a 
little fluid and strike the fingers. The visual sensa- 
tion consists of the transmission of the undulation to 
the wall of the opposite side, a sort of visual inter- 
pretation of clapotage. This sign, which Clavel calls 
“peritoneal fluttering,” was noted in the absence of 
dullness. Sometimes it coincided with the percep- 
tion by touch of a painful, if not distended, pouch 
of Douglas. 

Clavel was able to establish the presence of the 
sign in several cases, five of which he reports. In the 
first case there was an abdominal contusion with 
intraperitoneal rupture of the left kidney involving 
the renal pedicle. The peritoneal fluttering preceded 
the appearance of contracture by about four hours, 
and if it had been interpreted as an indication for 
operation, the hemorrhage which necessitated trans- 
fusion would have been avoided. The sign was 
noted also in two cases of penetrating wounds of the 
abdomen due to revolver bullets and two cases of 
peritoneal inundation from tubal pregnancy. 

In a case of thoraco-abdominal wound the pres- 
ence of the sign permitted the early diagnosis of 
abdominal penetration. In the case of a young man 
wounded by several revolver bullets in the lower 
part of the thorax, the indication for operation was 
based on the presence of peritoneal fluttering and 
the probability of a lesion of an abdominal organ 
which was suggested by the orifice of entrance of the 
bullets. Operation revealed a gastric tear, a wound 
of the pedicle of the spleen, a fissure of the left lobe 
of the liver, and a large amount of blood in the 
abdominal cavity. Pace 


Delfor del Valle and Bidart Malbran: Two Cases of 
Subphrenic Abscess (Consideraciones clinico- 
quirargicas sobre dos casos de abcesos subfrénicos). 
Arch. argent. de enferm. d. apar. digest., 1931, Vi, 335. 


As the subphrenic space is divided into a number 
of separate chambers, subphrenic abscesses tend to 
be multiple. In from 30 to 35 per cent of cases, 
subphrenic abscess is caused by peritonitis following 
appendicitis, and in 20 per cent by peritonitis fol- 
lowing gastric ulcer. The abscess may be formed by 
direct propagation, embolism on the convex surface 
of the liver resulting in a liver abscess which rup- 
tures into the subdiaphragmatic space, intraperl- 
toneal lymphatic propagation, or direct or lymphatic 
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retroperitoneal propagation. The last two mecha- 
nisms are found particularly in cases of subphrenic 
abscess caused by appendicitis. 

The two cases of subphrenic abscess reported by 
the authors were those of patients forty-two and 
forty-one years of age. In both, the abscess was on 
the right side and occupied both the anterior and the 

osterior chambers. In the first case there was no 
doubt that the abscess originated from appendicitis. 
In the second case the patient had had peritonitis 
and was operated upon for appendicitis, but the 
findings at operation suggested that the cause of the 
symptoms was a perforated ulcer. Recovery resulted 
in two weeks. The subphrenic abscess developed on 
the right side eight months later. Roentgen exam- 
ination then disclosed a lesion in the first part of the 
duodenum. 

The mortality of operation for subphrenic abscess 
varies from 23 to 50 per cent. The authors attribute 
the recovery in their cases to the early drainage. In 
cases not operated upon the mortality is 75 per 
cent. In cases of double abscess, such as those 
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reported by the authors, both anterior and posterior 
drainage must be established. The chief problems 
in the surgical treatment are to determine which is 
the principal focus and whether the cavities com- 
municate with each other or can be made to com- 
municate so that one operation will be sufficient. 
Roentgenograms will show the presence of a sub- 
phrenic abscess and the side involved, but will not 
show whether the abscess is anterior or posterior or 
both. 

In the authors’ two cases operation was performed 
by the transpleural and transdiaphragmatic route. 
This is a very good route for operation on an ante- 
rior collection, but for cases in which exploration 
is necessary, Ochsner recommends a subperitoneal 
route through an incision paralleling the costal 
border and separation of the parietal peritoneum 
from the diaphragm for exploration of the upper 
surface of the liver. If this route proves unsatis- 
factory for drainage after the abscess has been found, 
the wound may be closed and another incision may 
be made. Aubrey G. Morcan, M.D. 
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UTERUS 


Goldstine, M. T., and Fogelson, S. J.: The Treat- 
ment of ‘Irregular Uterine Hamorrhage’”’ 
with the Female Sex Hormone. Am. J. Obst. & 
Gynec., 1931, Xxi, 464. 

This report is based on thirty-three cases of 
irregular uterine hemorrhages in which careful ex- 
amination revealed minor pelvic disease and the 
uterine scrapings ruled out all possibility of ma- 
lignancy. An active hormone prepared according 
to Laqueur’s specifications was used. When the 
bleeding was severe, an initial dose of about 100 
mouse units was given. Whenever possible, 50 
mouse units were injected intramuscularly every 
other day, beginning early in the intermenstrual 
period. The initial course varied from to to 15 
injections, depending upon the response. The later 
treatment usually consisted of 6 injections begun 
after menstruation. The treatment was continued 
until a normal menstrual cycle was established, 
the menopause ensued, or negative results proved 
that the method was inadequate. 

Thirteen of the twenty-five successfully treated 
patients were eased into the menopause. In the 
cases of the twelve others, the irregular uterine 
bleeding was changed into apparently normal 
menstruation for from two to six months. In two of 
the six cases in which the treatment failed, hyster- 
ectomy disclosed an undiagnosed submucous fibroid. 

E. L. Cornett, M.D. 


Crainicianu, A., and Pavelescou, P.: Contribution 
to the Study of the Treatment of Uterine and 
Adnexal Inflammations by Regional Vaccina- 
tion: the Basset-Poincloux Method (Contribu- 
tion a l’étude du traitement des métro-annexites 


par la vaccination 
Poincloux). 
XXVi, I. 


régionale: méthode Basset- 
Rev. frang. de gynéc. et d’obst., 1931, 


The authors report their results from regional 
vaccine therapy in inflammations of the uterus and 
adnexa. This treatment, advocated by Basset and 
Poincloux, consists of injections of specific vaccines 
into the tissues primarily involved which act as 
foci for the dissemination of the infection through- 
out the body. The authors believe it may be ap- 
plied extensively in the treatment of the majority 
of infections of the female genitalia. The chief 
difficulties in the procedure are the isolation and 
identification of the pathogenic organism and the 
determination of its point of entry. 

The technique consists in injecting into the mu- 
cosa at the primary focus (Skene’s glands, Barth- 
olin’s glands, urethra, or cervix) increasing doses of 
the specific vaccine, beginning with from o.10 to 


0.20 c.cm. A reaction manifested by chills, eleva- 
tion of the temperature, nausea, intense headache. 
and radiating pains occurs from thirty minutes to 
two hours after the injection and lasts for from ten 
to twelve hours. 

The results in nineteen cases of pelvic inflamma- 
tion and one case of gonorrhceal arthritis were as 
follows: 

Acute forms (seven cases): cure in four cases, 
improvement in three cases. 

Subacute forms (six cases): cure in three cases, 
improvement in three cases. 

Chronic forms (six cases): cure in three cases, im- 
provement in three cases. 

Gonorrhoeal arthritis (one case): cure. 

The violent reactions make it necessary to re- 
strict the use of the method to hospital practice. 
Regional vaccine therapy applied at the primary 
focus gives good results in acute and subacute in- 
fections of the genital tract and is especially indi- 
cated in arthritis. Haro C. Mack, M.)). 


Dougal, D.: Obstructive Inflammatory Lesions of 
the Uterus. J. Obst. & Gynec. Brit. Emp., 1031, 
XXXvili, 46. 

This article is based on a study of ten cases of 
gynatresis and is intended to direct further attention 
to this problem by showing that suppression or re- 
tention of the menses may follow obliterative or 
atresic inflammatory lesions of the genital canal. 

The ten cases are reported in detail. The author 
draws the following conclusions: 

Tuberculosis or some other acute infection of 
childhood may produce atresia of part of the genital 
canal. The resulting disturbance of function will 
depend upon the site of the obstruction. 

In tubercle, the fallopian tubes and uterine cor- 
nua are the parts most commonly affected. Their 
canals may either become completely obliterated or 
filled with pus or blood. 

If the cavity of the uterus is obliterated, retained 
secretions or blood may be found in the fallopian 
tubes, but if the atresia is at the level of the internal 
os, hematometra or pyometra will usually result. 
When the obstruction is below the level of the 
cervix, hydrometra is an additional possibility. In 
the cases of hydrometra reported, the source of the 
mucus was the cervical glands and the excessive 
quantity may have been due to increased secretion 
resulting from the acute pelvic congestion asso- 
ciated with the original infective lesion. Phillips 
has reported a case of hydrometra with tuberculosis 
in which the uterus was distended to the size of a 
seven months’ pregnancy. 

It is impossible for the gynecologist to do more 
than guess at the sequence of events in these cases 
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of infection and atresia as he has so little knowledge 
regarding the effects of infantile diseases on the 
genital organs. The gynecologist should know some- 
thing about the frequency of vaginal discharge in 
diseases such as scarlet fever and diphtheria and 
should be able to follow these cases to puberty to 
determine the extent of the damage done to the 
uterus and adnexa. 

It would be of advantage for the gynecologist to 
have a Closer relation to hospitals for the treatment 
of children’s and infectious diseases in order that he 
might keep such cases under observation until the 
efiects, if any, on reproductive life can be deter- 
mined. This would be advisable not only for the 
study of such serious lesions as those described in 
this article, but also for the investigation of less 
severe conditions in which nothing more serious 
results than sealing up of the fallopian tubes or the 
formation of adhesions about the uterus or adnexa. 

Harvey B. Matruews, M.D. 


Spirito, F.: Two Peculiar Fibromyomata of the 
Uterus (A proposito di due speciali fibromiomi dell’ 
utero). Rassegna internas. di clin. e terap., 1931, 
Xli, 147. 

The author reports a hemolytic and a red fibro- 
myoma of the uterus. The hemolytic tumor had the 
property of producing hemolysis iv vitro and a pro- 
found anemia in the patient which was out of pro- 
portion to the degree of the metrorrhagia. The red 
tumor was an angiomatoid fibromyoma. 

Red tumors of the uterus have a varied cellular 
structure. They may be fibromyomata with small 
or large areas of necrobiosis or angiomatoid fibro- 
myomata showing young muscle and connective tis- 
sue cells, numerous young capillaries, and numerous 
interstitial hamorrhages. 

After reviewing the symptoms in 693 cases of 
filbromyoma of the ordinary type, Spirito concludes 
that the red fibromyomata do not give rise to char- 
acteristic symptoms differentiating them from fibro- 
myomata of the ordinary type. 

The best treatment for red fibromyomata is sur- 
gical removal. Radium and roentgen treatment are 
contra-indicated as it is difficult to determine 
whether degeneration is absent in the tumor, and in 
fibromyomata of the angiomatoid type irradiation is 
ineffective. Peter A. Rost, M.D. 


Pouey, E.: Results of Treatment of Cancer of the 
Cervix, Principally with Radium, in the Last 
Seven Years (Résultats du traitement du cancer 
du col principalement par le radium, dans les sept 
derniéres années). Gynécologie, 1931, XXX, 140. 

In the last seven years the author has treated 217 
cases of cancer of the cervix. Eighty-six of the pa- 
tients are living (40 have been apparently cured for 
from three to seven years), 78 are dead, and 53 
cannot be traced. A cure was obtained most fre- 
quently in the cases in which the lesion seemed to 
be limited to the cervix, but in some of the cases 
cured for more than five years, infiltrations of the 
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ligaments and even of the bony walls of the pelvis 
were found at the beginning of the treatment. The 
infiltrations did not always disappear quickly. In 
some cases they increased, but later disappeared 
permanently without any further treatment. These 
facts suggest the existence of a local organic defense 
which it would be unwise to weaken by untimely 
treatment. 

Internal focal curietherapy is the most efficacious. 
Whenever possible,. the author introduced into the 
uterine cavity 1 or 2 tubes of radium filtered by 
1 mm. of platinum and 1 mm. of gummed tissue 
(LaMotte’s sound). At the base of the vagina, in 
the lateral culs-de-sac when these were present, he 
placed 2 more tubes filtered by 2 mm. of platinum 
and 2 mm. of cork or ametallic rubber and enveloped 
in gauze. The treatment was usually continued a 
week, a total of 50 mcd. being given. In case of 
intolerance, it was interrupted for a few days.‘ The 
tubes were removed, cleaned, and replaced every 
two days. They were fixed in place by means of 
vaginal tampons saturated with ‘‘gomenol.” Trau- 
matism was reduced to the minimum. When the 
uterine orifice was invisible in the midst of gangre- 
nous masses the crater was irradiated before the 
tubes were introduced into the uterus. At the end 
of the treatment plaques of radium-inflamed epithe- 
lium were often found, but a true radium necrosis 
was rare. 

Infection of the tumor, inseparable from neoplastic 
proliferation, is a serious obstacle to radium therapy. 
The patient should not be subjected to repeated 
traumatizing examinations. In the author’s cases, 
the lesion is first attacked with chloride of zinc, 
(Canquoin paste) or with the electrocoagulation, 
galvanocautery, or thermocautery. Vaginal baths 
with different antiseptics are given. Very vegetative 
and voluminous masses are extirpated with scissors, 
the curette, or the electrocoagulation knife. 

Of 35 patients receiving doses less than 4o mcd., 
8 cannot be traced, 13 are dead, and 14 are living. 
Some of those still living have survived more than 
five years. Of 22 patients who received more than 
60 mcd., 7 cannot be traced, 9 are dead, 1 has sur- 
vived five years, and 5 have survived for from two 
and a half to four years. 

Of 8 patients with cancer of the stump after sub- 
total hysterectomy, 2 are dead, 1 cannot be traced, 
and 5 are living. Of 17 patients with endocervical 
cancer, 10 are dead or cannot be traced and 7 are 
living. One of the latter was inoperable eight months 
agd, but 6 have been cured four and a half, five, 
five and a half, and six and a half years respectively. 
Two patients who were treated nine and a half and 
twelve years ago respectively are still alive. 

In Pouey’s opinion, the results were not much 
modified by the complementary use of transcuta- 
neous radium therapy. Penetrating roentgen ther- 
apy has been used before or after radium therapy 
with good results. Occasionally it was the only 
treatment, and in rare cases it resulted in a cure. 
In the cases of some of the patients who appeared 
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to be cured hysterectomy was done. No lesions 
were found in the tissue removed. Exeresis following 
radium therapy does not always prevent recurrence. 
Sometimes a recurrence develops years later in 
glands more or less remote from the primary lesion. 
The author reports 18 cases. PACE. 


Graves, W. P., and Smith, G. Van S.: Olshausen’s 
Operation for Suspension of the Uterus; A 
Review of 3,358 Cases Operated upon at the 
Free Hospital for Women, Brookline. Surz., 
Gynec. & Obst., 1931, lii, 1028. 

The authors state that Olshausen’s operation has 
been found most effective for suspending the dis- 
placed uterus. The defects in the original technique 
have been corrected. The technique now employed 
is described and the indications are discussed. 

The advantages of the operation are its technical 
simplicity, the rapidity with which it can be per- 
formed, the support it gives, its applicability to all 
degrees of prolapse, the fact that it does not prevent 
later pelvic operations, and the fact that it may be 
performed in the child-bearing period without dan- 
ger of causing dystocia. Macnus P. Urnes, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Jaschke, R. T. von: The Suspensory and Support- 
ing Structure of the Female Genitalia (Stuetz- 
und Haftapparat des weiblichen Genitales). Zéschr. 
f. Anat., 1931, xciv, 373. 

The author points out that anatomists and clini- 
cians are not yet in complete agreement as to 
whether the muscular supporting apparatus of the 
pelvic floor or the suspensory action of the pelvic 
connective tissue is the more important in maintain- 
ing the uterus in its normal position. This question 
had its origin in the classical researches of Halban 
and Tandler, who believed that the muscular pelvic 
floor is alone of importance in this respect. In 1909, 
Bumm and Martin claimed that the suspensory 
action of the pelvic connective tissue is the only 
factor of importance as Martin was able to demon- 
strate by faradic stimulation that the levator func- 
tions primarily as a powerful contractile muscle, 
Von Jaschke regarded this theory as fundamentally 
erroneous. In 1912, von Jaschke stated that the 
suspensory and supporting structures constitute a 
physiologico-anatomical entity. Later, Halban 
arrived at the same conclusion, but Tandler did not. 

Von Jaschke now offers new evidence in support 
of this view from the field of clinical anatomy, a field 
of research open only to the surgeon who performs 
operations for uterine prolapse. He states first that, 
from the standpoint of function, the suspensory 
and supporting structures cannot be separated. In 
every instance of insufficiency of the suspensory 
structures (whether due to a defect or constitu- 
tionally or acquired weakness) an abnormal burden 
is thrown upon the muscular supporting structures, 
and when the functional capacity of the latter is 
surpassed prolapse occurs through the incom- 
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pletely closed genital hiatus which acts as a hernial 
ring. In the same way, when there is a defect or a 
constitutional or acquired weakness of the muscular 
apparatus, the uterus is supported chiefly by the 
connective tissue structures. However, the latter 
are less capable of withstanding an added burden 
than the more massive and differently constructed 
pelvic floor with its thick muscle layer and its 
caudally and cranially radiating fascie which can- 
not be separated even by the most skillful operator. 

In practice, however, isolated injuries of one or 
the other apparatus are never found. Injury to the 
muscular structures always causes simultaneous 
injury to the suspensory system, and vice versa. 
When hypotonicity of the uterus is present, retrover- 
sion and retroflexion take place, which, as is’ ell 
known, favor prolapse. 

The supporting and suspensory structures of the 
uterus may be compared to a bridge. Accordiny to 
the point of view, a load passing over the bridge 
may be considered as being suspended by the iron 
structural work or supported by the pillars, but in 
reality both suspensory and supporting structures 
are inseparably related to the function of the bridge. 
Surgical experience has shown that methods for the 
treatment of prolapse which attempt merely to 
reconstruct the suspensory structures are equally 
as ineffective as those which aim exclusively at the 
repair of the muscles of the pelvic floor. 

H. Fuetu ((). 


Geller, F. C., and Krinke, I.: The Permanent Re- 
sults and Efficacy of Conservative Treatment 
of Adnexai Inflammations as Compared with 
Surgical Treatment (Ueber die Dauererfolge der 
konservativen Behandlung von Adnexentzucn- 
dungen und ihre Leistungsfaehigkeit im Vergleich 
zur operativen Behandlung). Monatsschr. f. Ge- 
burtsh. u. Gynaek., 1930, |xxxvi, 288. 


Corresponding to the study of the results of 
surgical treatment of adnexal inflammations, this 
article deals with results following conservative 
therapy. 

The evaluation of the treatment is based upon 
the relief of the symptoms, regression of the adnexal 
enlargement, and the occurrence of subsequent 
pregnancies. From two to five years elapsed be- 
tween the treatment and the check-up examination. 
A total of 162 cases were included in the study. Some 
of the patients were treated by the application of 
heat (sitz baths, arc light, and diathermy), others 
by vaccinotherapy or protein injections, and a 
third group by posterior colpotomy for massive 
exudates and large pyosalpinx. The average dura- 
tion of the treatment was twenty-five days. Surgl- 
cal intervention was subsequently necessary iti 35 
cases (21.6 per cent). One hundred (78.7 per cont) 
of the patients remained asymptomatic. Of the 51 
women who reported for re-examination, the 
adnexal enlargement had disappeared in 26 (50.9 
per cent). Twenty-three and eight-tenths per cent 
became pregnant after the treatment. 
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Approximately the same results were obtained 
with heat as with injection therapy. Even 17.5 
per cent of the women with bilateral adnexal in- 
volvement became pregnant after the conservative 
treatment. The end-results show that an equal 
number of patients were asymptomatic after con- 
servative therapy as after radical surgery and more 
remained well after conservative non-surgical treat- 
ment than after conservative surgery. Pregnancy 
followed conservative treatment more often than 
conservative operations, which carry the risk of 
primary surgical mortality. 

The investigation led to the conclusion that 
adnexal inflammation should first be treated con- 
servatively, (by repeated courses of treatment when 
necessary), and surgical treatment should be con- 
sidered only after total failure of conservative 
methods. HARTMANN (G). 


Associated with a 
(Struma ovarii bei 
Zentralbl. f. Gynaek., 1931, 


Frankl, O.: Struma Ovarii 
Granulosa-Cell Tumor 
Granulosazelltumor). 
p. 21. 

The author reports a case in which a tumor the 
size of a pigeon egg and with characteristics of a 
granulosa-cell neoplasm developed on the left 
ovary, and serial sections of the right ovary which 
was somewhat enlarged revealed a pea-sized inclu- 
sion of typical thyroid tissue. The area of thyroid 
tissue contained also large and small cell groups 
which closely resembled parathyroid tissue, but 
could not be identified definitely. 

In the author’s opinion, there was no causal 
relationship between the thyroid tissue in the ovary 
and the granulosa-cell tumor, and the thyroid tissue 
developed from a heterotopic cell anlage. 

ZACHERL (G). 


Petit-Dutaillis, P.: The Roentgen Demonstration, 
After the Injection of Lipiodol, of Tubal Im- 
permeability and Perimetrosalpingeal Adhe- 
sions. Its Exactness, Its Uncertainties, and 
Its Limitations (Démonstration radiologique 
aprés injection de lipiodol, des imperméabilités 
tubaires et des adhérances péri-métro-salpin- 
giennes. Ses précisions, ses incertitudes, ses limites). 
Gynécologie, 1931, XXX, 5. 

The author presents a series of forty-one pelvic 
roentgenograms made after lipiodol injections which 
demonstrate anatomical and spasmodic obstructions 
of the fallopian tubes and peritubal and periuterine 
adhesions. He discusses a variety of pathological 
conditions: obliteration of the uterine ostium of one 
of the fallopian tubes by a fibroma, obliteration of 
both uterine ostia by salpingitis, and obliteration 
of the lumen of a fallopian tube by spasm, cystic 
salpingitis, hydrosalpinx, ruptured tubal pregnancy, 
or adhesions. 

_ Impermeability of the fallopian tubes at their 

Junction with the uterus which is due to anatomical 

conditions may resist even the greatest pressure 

permissible (200 mm. Hg.) but when it is due to 
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spasm, a slight organic lesion, mucus, or congestion, 
it may be overcome. If it is bilateral and does not 
vield after fifteen minutes to a pressure of from 150 
to 200 mm. Hg, it is usually due to a chronic 
obliterating salpingitis and cannot be corrected. 
Obstruction of the abdominal ostium of the tubes is 
due as a rule to inflammation. Obstruction of the 
middle portion of the tubes is usually spasmodic 
and temporary. Pelvic adhesions frequently result 
from nearby inflammation,most frequently intiamma- 
tion of the appendix. Such adhesions may cause 
deformity and torsion of the tube or lateral flexion 
or tension on the uterus. The author believes that 
the mechanisms cited may cause a functional ob- 
struction of the tubes. Jacos E. Kietn, M.D. 


EXTERNAL GENITALIA 


Apajalahti, A.: The Causes and Treatment of 
Fistulz of the Urinary Tract and Vagina, with 
Particular Regard to Quadruple Catgut Suture 
(Ueber die Ursachen und die Behandlung der 
Harnwegs-Scheidenfisteln mit besonderer Berueck- 
sichtigung der Methode der vierfachen Catgutnaht). 
Acta obst. et gynec. Scand., 1931, Xi, 1. 


This report is based on 209 cases of fistula between 
the vagina and urinary tract which were treated in 
the period from 1861 to 1919. Nine of the fistul 
were urethrovaginal, 180 were vesicovaginal, 9 were 
vesicocervical, 8 were ureterovaginal, 2 were fistula 
scars, and 1 was of a fistula of unknown site. On the 
basis of their causes, these fistula may be grouped 
as follows: 

1. Obstetrical fistula, 154: (a) fistula caused by 
pressure, (b) fistula due to obstetrical operations. 

2. Gynecological fistula, 39: (a) fistulae due to 
operations, 27; (b) fistulae caused by the pressure of 
a pessary, 3; (c) fistula caused by attempts to in- 
duce criminal abortion, 2; and (d) fistulae of patho- 
logical origin, 7 (5 due to carcinoma, 1 to tuber- 
culosis, and 1 to typhus). 

The incidence of fistula originating at the time 
of delivery was high in the cases of old primiparze 
and multipare. It was higher in the cases of pri- 
mipare than in those of multipare. In the cases of 
primipare the average duration of spontaneous de- 
livery was four days and the average length of 
operative delivery three and nine-tenths days. In 
the cases of multipara the average length of spon- 
taneous delivery was two and eight-tenths days and 
the average duration of operative delivery one and 
nine-tenths days. The delivery was spontaneous in 
56 of the cases, operative in 69, and of unknown 
type in 30. One hundred and twenty-seven of the 
infants (97 per cent of the total number) were still- 
born. The operative deliveries included 28 embry- 
otomies or perforations, 30 forceps extractions, 2 ex- 
tractions, 2 versions, and 3 instrumental deliveries. 
Four of the patients were delivered by untrained 
practitioners. 

Gynecological fistule are usually the result of 
removal of the uterus. Of a series of cases of car- 
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cinoma of the uterus treated by complete abdominal 
hysterectomy in the period from 1901 to 1929, a 
vaginal fistula developed in 3.8 per cent. In most 
of the cases of vaginal fistula, Wertheim’s operation 
had been done. 

The most important conservative method of treat- 
ing the fistule is permanent catheterization. Of 45 
cases treated conservatively, healing resulted in ro. 

One hundred and fifty-nine of the cases of fistula 
reviewed were treated surgically, 260 operations 
being performed. Of the patients traced, 118 (about 
74 per cent) were cured, 21 were benefited, 15 were 
not benefited, and 2 died. The frequency of healing 
decreased after each operation. After the first op- 
eration healing occurred in 60 per cent of the cases; 
after the second, in 30 per cent; after the third, in 
24 per cent; after the fourth in only to per cent; 
and after the fifth operation, in none. 

The incidence of healing after the various opera- 
tive methods was as follows: American method, 61 
per cent; flap-cleavage method, 45 per cent, four- 
fold catgut suture method, 87 per cent; flap plas- 
tics, 27 per cent; uterus plastics, 33 per cent; ven- 
trovaginal method, 0; and abdominal method, o. 

The quadruple catgut-suture method has given 
the most favorable results. The bladder wall is 
sutured with catgut No. o or 1, and the paravesical 
connective tissue, the paravaginal connective tissue, 
and the vaginal wall each separately with catgut 
No. 3. Care is taken to leave no cavities where 
blood or other tissue fluid may accumulate. The 
vaginal wall is sewed with catgut in order that it 
may be unnecessary to remove the stitches later. 


MISCELLANEOUS 


Gram, H.C.: A Triad of Postclimacteric Symptoms 
(Eine postklimakterische Symptomentrias). Ugesk. 
f. Leger, 1930, ii, 999. 

Adiposis dolorosa, arterial hypertension, and 
arthritis of the knee constitute a triad of symptoms 
frequently occurring in women during the period 
following the menopause. This combination of 
symptoms may be considered a clinical entity and 
treated as such. In hospital as well as private prac- 
tice, women with these symptoms are treated from 
very different points of view according to which 
symptom most attracts the attention of the physi- 
cian. Not infrequently such women are considered 
to be neurasthenic, especially when their complaints 
are based chiefly on the subcutaneous infiltrations. 

The author reviews sixty cases. With one excep- 
tion, the patients were between from forty and sixty- 
nine years of age. A few of them were unipare and 
nullipare, but the majority were multipare. Gen- 
erally the onset of the symptoms was quite insidious. 

In one group of cases the menopause was induced 
artificially by X-ray or surgical castration. In this 
group, increasing obesity was the chief symptom, 
although the patients also complained of functional 
dyspnoea, palpitation, vague rheumatic pains and, 
in several instances, painful crackling knee joints. 
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Other complications frequently noted were varices, 
mild diabetes, flat-foot, arthritis deformans involy- 
ing other joints than the knee, but rarely the elbow 
and fingers, nephritis, albuminuria, and ventral 
hernia. 

In the physical examination, careful palpation of 
the subcutaneous tissues must not be neglected as 
it always reveals many tender areas. The tender 
areas are usually found over the vertebra prominens 
and in the arms, subscapular region, and legs. he 
subcutaneous fatty tissue in these areas is hard and 
infiltrated. Two types of infiltration can be dis- 
tinguished, the so-called rice-seed or worm-like 
infiltration described by Dercum, and the smooth 
plaque-like infiltration. There is no thyroid enlarge 
ment. Examination of the heart and lungs is nega 
tive. The blood pressure is usually increased, aver 
aging 174 mm. Hg. The basal metabolisn) jis 
usually normal or slightly increased, hypothyroidism 
as an etiological factor being therefore exclude. 

The treatment consists of a carefully weighed |ow- 
calorie diet, the administration of thyroid extract, 
and massage. This often results in a considerable 
lowering of the blood pressure. Thyroid extract is 
without effect in other types of hypertension. 
Ovarian substitution therapy, which might be con- 
sidered the most rational form of treatment, is ex- 
pensive, and the efficacy of the preparations avail- 
able at the present time is quite uncertain. Ovarian 
function must still be considered a complex problem. 

SAENGER ((i), 


Quinto, P.: Demonstration of Antigens in the 
Diagnosis of Tuberculosis of the Genitalia of 
the Female (La ricerca degli antigeni per la diag- 
nosi della tubercolosi genitale femminile). Riv. ial. 
di ginec., 1931, Xii, 148. 


Tuberculosis of the female genitalia is very dilii- 
cult to diagnose. The author reviews the various at- 
tempts to make use of biological methods in its 


diagnosis and describes Piazza’s method. In the 
latter procedure use is made of immune serum ob 
tained from rabbits by injecting Koch’s old tuber- 
culin intraperitoneally in increasing doses. To 5 c.cm. 
of the patient’s urine in a test tube (Tube A), !2 
c.cm. of the immune serum is added. This test tube 
and a control tube (Tube B) containing 5 c.cm. of 
the urine alone are then placed in the thermostat at 
37 degrees for twenty-four hours. 

The reaction shows two phases, a precipitating 
and a lytic phase. The first phase is noted at the 
end of the twenty-four hours in the thermostat. 
When the reaction is positive, there is a precipitate 
in Tube A and none, or only a very slight one in 
Tube B. The second phase is shown by the biuret 
reaction. The urine in Tubes A and B is filtered into 
two other test tubes and 2 c.cm. of a solution of cop- 
per sulphate is slowly filtered into each. The second 
reaction is positive if the biuret reaction is positive 
in the first tube and negative in the second. 

The author reports twenty cases of tuberculosis 
of the female genitalia in which he made these tests. 
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In all of the cases the reactions were positive, where- 
as in all of fourteen cases of such conditions as 
tumors, inflammation of the adnexa, and puerperal 
infection the reactions were negative. 

Quinto concludes that the Piazza reaction is dis- 
tinctly specific for tuberculosis and particularly val- 
uable in the differential diagnosis of tuberculosis of 
the adnexa. It may be carried out with natural im- 
mune serum taken from persons with active tuber- 
culosis as well as with artificial immune serum; in 
fact, the reaction with the natural serum seems to 
be more sensitive than that with artificial serum. 

AupreEY G. Morcan, M.D. 


Chalier, A.: The Prophylaxis of Postoperative 
Phlebitis and Embolism in Gynecology (Sur 
la prophylaxie des phlébites et embolies post- 
opératoires en gynécologie). Bull. et mém. Soc. nat. 
de chir., 1931, lvii, 216. 

The author believes that phlebitis after gyneco- 
logical operative procedures is usually aseptic, and 
that suppurative lesions such as pyosalpinx give to 
the veins an immunity through autovaccination. 
Postoperative phlebitis and embolism are most com- 
mon between the ages of forty and fifty years, when 
extensive operative procedures are also most fre- 
quent. They are favored by poor general condition, 
obesity, cardiorenal disease, varicosities of the limbs, 
hypercoagulability and hyperviscosity of the blood, 
and manipulation of the pelvic veins. 

Except in emergencies, Chalier does not operate 
during an epidemic of grippe. In the absence of 
such an epidemic, he precedes operation, except in 
urgent cases, by preparation to correct hypotension 
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and the bleeding and coagulation times of the blood, 
if such treatment is indicated. He treats hypo- 
tension with digitalis, adrenalin, and the intravenous 
administration of glucose. To correct hypercoagu- 
lation and hyperviscosity of the blood he gives from 
4 to 6 gm. of sodium citrate daily for ten, fifteen, or 
twenty days. For the prevention not only of 
phlebitis but also of postoperative pulmonary com- 
plications, he often uses a stock vaccine. 

During the operation he suspends the patient 
in the Trendelenburg position by the ankles in order 
to prevent pressure on the veins of the lower ex- 
tremities. He operates under spinal anesthesia as he 
believes this is least likely, of all types of anesthesia, 
to favor phlebitis. He handles the pelvic veins 
gently, ligates the vessels individually, and, when 
the uterus is to be removed, usually performs a total 
rather than a subtotal hysterectomy. Of a series of 
fifty-five subtotal hysterectomies, three were fol- 
lowed by phlebitis, whereas of thirty-seven total 
hysterectomies, only one was followed by phlebitis. 

During the postoperative period, Chalier main- 
tains the blood pressure by means of digitalis and 
the subcutaneous administration of saline solution 
or glucose, corrects hypercoagulability of the blood 
by the application of leeches for from two to twelve 
days, and prevents venous stasis in the pelvis and 
lower limbs by urging deep breathing and move 
ment of the limbs as soon as the general condition 
will permit and by getting the patient out of bed 
early. In the absence of infection and hemorrhage, 
he usually gets the patient out of bed on the third 
or fourth day after the operation and starts her 
walking on the sixth day. James B. Mason, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Bourg, R.: A New Method of Testing the Aschheim- 
Zondek Reaction (Un procédé nouveau d’applica- 
tion de la réaction d’Aschheim-Zondek). Rev. 
frang. de gynéc. et d’obst., 1931, Xxvi, 65. 

In 1927, Aschheim demonstrated in the urine of 
women in the very early stages of pregnancy a 
substance capable of producing a reaction in the 
ovaries of mice before puberty. The changes oc- 
curring in the ovary of the mouse are now known 
as the “‘Aschheim-Zondek reaction.” Fels found 
that the substance causing this reaction produces 
changes also in the testicle of the mouse before 
puberty. The reaction in the male mouse is called 
the “‘Fels reaction.””’ The changes brought about in 
the ovary of the mouse are maturation of follicles, 
hemorrhagic spots, and false corpora lutea. Only 
the last two are characteristic of pregnancy. The 
Fels reaction consists in hypertrophy of the in- 
terstitial tissues of the testicle and of the seminal 
vesicles and prostate. 

The author describes the various modifications of 
the test and his own technique. He uses male and 
female rats about a month old as puberty comes on 
later in rats than in mice and rats bear the injections 
better than mice. The reactions are very evident 
in both male and female rats after five injections. 
Bourg therefore gives 5 daily injections of 1 c.cm. 
of the urine to be examined. A single specimen of 
urine can be used for all of the injections as it can 
be kept in the refrigerator for from ten to fifteen 
days. The Germans advise adding a drop of tricresol 
to preserve the urine. The pale urine passed after 
emotional excitement should not be used as it con- 
tains little of the substance. The morning urine is 
best. Of the 120 animals injected, only 2 died. The 
deaths resulted from convulsions which were prob- 
ably due to special toxicity of the urine. 

Positive reactions were never obtained with the 
urine of men, children, or non-pregnant women. 
The author reviews 17 cases which showed that the 
reaction is positive in ruptured extra-uterine preg- 
nancy and in retention of the fetus for from eight 
to ten days after fetal death. It is negative in most 
other conditions. It was positive in the female rat 
in a case of genital carcinoma and in a case of 
fibromyoma of the ovary, but in 1 of these cases it 
was negative in the male rat. The outcome of the 
reaction proved accurate in all of 21 cases of difficult 
diagnosis. In 1 case of extra-uterine pregnancy the 
reaction was not macroscopically positive in the 
female rat, but was distinctly positive in the male. 
While the reaction was controlled microscopically 
in most of the cases, it is essentially a macroscopic 
reaction. 


The author concludes from his work that the 
Aschheim-Zondek test is very reliable and should 
be done on both male and female rats about a 
month old. A positive reaction is shown macro- 
scopically in these animals by the presence of false 
corpora lutea in the ovary and hypertrophy of the 
seminal vesicles. The male is more sensitive to the 
reaction than the female. The test should be used 
in all cases in which the diagnosis of pregnancy is 
difficult or doubtful. Aubrey G. Morean, M.)). 


Uffenorde, H.: A Contribution on the Problem of 
Unequal Development of the Fetuses in Multi- 
ple Pregnancy (Beitrag zur Frage ungleicher 
Fruchtentwicklung bei Mehrlingsschwangerscha't). 
Zentralbi. f. Gynack., 1930, p. 3156. 

A thirty-five-year-old multipara was brought to 
the Marburg Gynecological Clinic after an abortion 
which occurred between the second and third months 
of pregnancy as a result of a trivial accident. 

Careful examination of the membranes disclosed 
a 5.5-cm. fetus with a somewhat torn amniotic and 
chorionic sac measuring 8 by 4 by 5 cm. and a 
second amniotic sac measuring 7 by 5 by 5 cm. 
which was intact, filled with fluid, and contained a 
smaller fetus 1.3 cm. in length. The development 
of the larger fetus corresponded to the duration of 


the pregnancy, whereas the smaller fetus appeared to 


be four or five weeks old at the most. While the 
larger fetus appeared to be normally developed, the 
smaller one showed an anomaly of the cranium 
(anencephalus). In spite of the inequality in the 
body length of the embryos, both amniotic sacs 
were of the same size and showed no macroscopic 
nor microscopic pathological changes. 

The case presented the interesting finding of a 
three-month-old twin pregnancy with unequally 
developed embryos without evidence of maceration 
and with no degenerative changes in the amniotic 
sacs. On account of the equality in size of the 
amniotic sacs, the unequal development of the 
twins cannot be ascribed to either superfetation or 
superfecundation. It was possible that the cause 
was a roentgen injury as the patient had been sub 
jected to roentgen sterilization seven years pre- 
viously. ODENTHAL (G 


Robinson, A. L., and Duvall, H. M.: Torsion of the 
Pregnant Uterus. J. Obst. & Gynec. Brit. Em)., 
1931, XXXVIIl, 55. 

Primary torsion of the pregnant uterus is one of 
the rarest and most dangerous accidents in obstet- 
rics. The authors report cases of such torsion and 
review the literature on the condition. 

In almost all cases there is obvious asymmetry 
due to a congenital condition such as a bicornate 
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uterus or to an acquired condition such as a tumor, 
adhesions, or an acquired deformity. The most 
common factors favoring torsion of the uterus are 
bodily movements with rotation of the trunk, con- 
traction of abdominal muscles, and variations in the 
size of the bladder and rectum. 

The symptoms are due to constriction of the 
structures of the pedicle of the uterus, and simulate 
those of ectopic pregnancy, accidental hemorrhage, 
obstructed labor, and peritoneal crises. 

The diagnosis is exceedingly difficult, but is 
aided by the history, the findings on physical exam- 
ination of the uterus, and the presence of spiral 
folds in the vaginal mucosa. 

The reduction of cervical torsion by manipulation 
should be restricted to mild cases in early pregnancy 
in which the general condition is good. In acute 
torsion, the treatment should be immediate opera- 
tion rather than temporary measures for alleviation 
of the shock. Maenus P. Urnes, M.D. 


Garofolo, A.: The Calcium Content of the Blood 
During Pregnancy and the Puerperium (Con- 
tributo allo studio della calcemia in gravidanza e in 
puerperio). Clin. ostet., 1931, XXxiii, 65. 

The author has studied, by the Kramer and Tis- 
dall method, the variations in the blood calcium 
which occur during pregnancy, delivery, and the 
puerperium. 

In the ten cases in which observations were made 
during pregnancy, the amount of calcium in the 
blood was normal during the first months, but hypo- 
calcemia was present during the last six or seven 
months. The hypocalcemia reached its maximum 
in the seventh month. As the degree of calcium-ion 
dissociation cannot be determined by ordinary 
methods of investigation, the presence of a hypo- 
ionia or hyper-ionia—which is possible even when 
the calcium content of the blood is low—could not 
be determined. 

Hypocalcemia in pregnancy is probably due to a 
number of factors such as hydremia, retention of 
minerals in the maternal tissues, disturbances of 
calcium metabolism caused by the action of incre- 
tions changed or created by the pregnancy and 
affecting particularly the vegetative nervous system, 
instability of the renal function which permits an 
enormous filtration and excretion of salts, and the 
mineral needs of the fetus. The author concludes 
that pregnancy is associated with a mobilized lability 
of the calcium of the blood and tissues. 

In the ten cases in which observations were made 
during delivery, the amount of calcium in the blood 
serum was increased above the normal. The author 
believes that this increase represents the final effort 
of the organism to put the uterus in the best possible 
— for the successful accomplishment of 
abor. 

In the seventeen cases in which observations were 
made during the puerperium there was a slight hypo- 
— for a few days and then a return to normal 
values. 


In cases of abortion, the blood calcium showed 
changes similar to those noted in normal pregnancy 
up to the time at which the abortion occurred. 

In four cases of eclampsia (three studied during 
labor and one during the puerperium), the author 
found both marked and moderate hypocalcemia 
and also an increase in the blood calcium. However, 
he does not believe that these findings were referable 
to the disease or that the changes in the calcium 
metabolism were involved in the pathogenesis of the 
eclampsia. MARGUERITE P. SLOAN. 


Daly, P. A., and Strouse, S.: The So-Called Medical 
Complications of Pregnancy. J. Am. M. Ass., 
1931, XCVi, 1655. 

The authors reject the theory that the various 
medical conditions sometimes associated with preg- 
nancy are complications of the pregnancy. They 
regard the medical condition as of paramount im- 
portance and the pregnancy as the complication. 

Unfavorable prognoses for pregnant women with 
heart disease or diabetes are based almost entirely 
on comparisons of ill pregnant women with well 
pregnant women. No attempt is made to compare 
the statistics of ill pregnant women with the general 
statistics on the same illness in non-pregnant 
women of the same age. Attention being directed 
chiefly to the obstetrical aspects of cases of preg- 
nancy with complications, a paradoxical philosophy 
of therapy has developed. A case of organic heart 
disease or of diabetes mellitus in which a surgical 
condition affecting the kidney develops remains 
primarily a medical case with surgical complica- 
tions, but a case of organic heart disease in which 
pregnancy supervenes is treated as a case of preg- 
nancy with medical complications. Cases of 
pregnancy with so-called medical complications are 
better managed when attention is directed chiefly 
to the medical aspects. On the basis of this theory 
the authors have maintained at the Chicago Lying- 
In Hospital a medical clinic in which pregnant 
women with medical conditions are treated chiefly 
by the internist and the obstetrician becomes the 
consultant. It has been found that in this clinic 
better therapeutic results are obtained. Diabetes 
and the glycosurias of pregnancy are treated more 
efficiently. It was discovered that unrecognized 
benign glycosurias of the renal type had been over- 
treated as severe diabetes, with poor results, 
whereas in subsequent pregnancies, the condition 
being recognized and understood, was controlled 
with little or no treatment. Failure to differentiate 
the type of glycosuria may result in the use of an 
unbalanced diet for many months of pregnancy with 
possible further injury to the metabolism endanger- 
ing the life of the mother or the fetus. 

In discussing cardiac disease in pregnancy the 
authors state that an internist constantly treating 
cardiac conditions is better able than an obstetrician 
to treat a pregnant woman with a heart lesion. 
Except for the extra mechanical burden of preg- 
nancy, the pregnant woman with heart disease 
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presents exactly the same conditions as the non- 
pregnant woman. There is no specific problem 
involved in pregnancy. In the management of pa- 
tients with chronic heart disease during preg- 
nancy the most important factor to be considered 
is the added burden placed on the heart by the 
pregnancy. The object of treatment should be to 
maintain or increase the cardiac reserve so that 
there will be sufficient muscular efficiency toward the 
end of the pregnancy and during labor when the 
demands are greatest. The most frequent form of 
overtreatment is too much rest in bed. 

In an investigation of the most remote effects 
of pregnancy on the diseased heart the authors noted 
no appreciable difference at the end of a year or 
two or five years between the women with a cardiac 
condition who had gone through pregnancy and 
women with a similar heart lesion who had not been 
pregnant. There is the same tendency toward 
progression of the heart lesion, the same liability 
to overwork, and the same penalty for excessive 
work whether the work is necessitated by pregnancy 
or effort. The average life of women with heart 
disease is about the same whether pregnancy has 
occurred or not. 

A diseased heart which has not failed during 
pregnancy and is not in a stage of decompensation 
at the time of delivery should not suffer a fatal 
failure because of delivery. Cardiac decompensa- 
tion at the time of labor has a grave prognosis 
whether the labor occurs in the seventh or the 
ninth month. As a rule it is fatal. Induction of 
labor should not be attempted in the presence of 
heart failure, by cesarean section should be avoided 


if possible until compensation is restored. 
Thyroid changes may be a dominant factor in the 
production of sterility, miscarriage, and certain 


‘toxemias of pregnancy. Pregnancy has an in- 
fluence on the thyroid gland. Even thyroids usually 
called normal are subject to both anatomical and 
functional changes during the course of pregnancy. 
As a rule there are no indications of a change in 
function, but in a small percentage of cases there are 
symptoms such as nervousness, tachycardia, in- 
somnia, headache, and an increase in the blood pres- 
sure suggestive of mild hyperthyroidism but without 
loss of weight or a definite increase in the metabolic 
rate above the normal. When this syndrome occurs 
it is noted between the fourth and sixth months of 
pregnancy. It lasts for from four to six weeks if not 
treated, but responds to iodine in a few days. 

Pregnancy beginning during a phase of hyper- 
thyroidism and continuing is rare. Hyperthyroidism 
favors miscarriage, usually in the first three months. 
Patients with a history of toxic cycles have a tend- 
ency toward recurrence of hyperthyroidism during 
pregnancy. 

The pregnant woman with hypothyroidism pre- 
sents a picture of mixed endocrine disturbance and 
is subject to toxemias, cedema, albuminuria, hyper- 
tension, pre-eclampsia, and eclampsia. 

Cuares F. DuBois, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


McIlroy, Dame, L., and Rendel, O.: The Problem 
of the Damaged Heart in Obstetrical Practice. 
J. Obst. & Gynec. Brit. Emp., 1931, xxxviii, 7. 

This article is based on a series of 200 cases of 
heart disease in which there were 226 pregnancies, 
All of the women were studied intensively by a 
cardiologist working with a specialist in obstetrics, 
Most of them were followed through their entire 
antenatal, intrapartum, and postpartum periods 
and, so far as possible, were kept under observation 
for several months or years. 

The classification used was that outlined by the 
American Heart Association which divides the cases 
into the following classes: 

Class 1. Patients with organic heart disease who 
are able to carry on ordinary physical activity with- 
out discomfort and show no signs of congestive heart 
failure or active cardiac disease. 

Class 2. Patients with organic heart disease who 
are unable to carry on ordinary physical activity 
without discomfort. A. Those whose activity is only 
slightly limited and who rarely show signs of con- 
gestive heart failure or active infection. B. Those 
whose activity is greatly limited and who generally 
show one or more signs of congestive heart failure, 
the anginal syndrome, or signs of active heart in 
fection. 

Class 3. Patients with organic heart disease \\ ith 
symptoms or signs of heart failure when they are at 
rest, who show marked physical signs of congestive 
heart failure, the anginal syndrome, or active in- 
fection. 

The number of primigravide and multiparw in 
each class is shown in the following table: 


Multipare 
I 35 23 
2A 48 47 
2B 14 49 
3 2 8 


Class Primigravide 


99 127 

Another table included in the article gives the 
specific heart lesions present. The most common 
cardiac condition in all classes of cases was mitral 
stenosis with enlargement of the heart. In 137 cases 
there was a history of rheumatic fever or chorea, of 
both rheumatic fever and chorea, or of tonsillitis, 
and in 16 cases there was a history of scarlet fever. 
In 47 cases there was no history of a condition which 
would explain the heart lesion. 

Of the cases belonging to Class 1 and Class 2 .\, 
the condition during pregnancy, labor, and thie 
puerperium was satisfactory in all and the ultimate 
result was good in the majority. Damage to the 
heart from the pregnancy occurred in only a fe 
In the cases belonging to Class 3 there was ‘ 
siderable disability and 65 per cent of the paticyts 
presented signs of congestive failure at some period 
during the pregnancy. Five patients in thes 
groups died, the mortality being therefore 2.5 jt 
cent. 
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Factors of importance in the prognosis are: (1) 
the nature and severity of the lesion, (2) the func- 
tionai efficiency of the heart, (3) a history of rheuma- 
tism, attacks of decompensation, hemoptysis, and 
(4) the presence of an associated myocardial lesion 
indicated by the electrocardiograph, the presence of 
arrhythmia, such as auricular fibrillation or flutter, 
or partial or complete heart block. 

The authors draw the following conclusions: 

1. Efficient treatment of heart disease compli- 
cated by pregnancy depends upon early antenatal 
examination and co-operation between the obstet- 
rician and the cardiologist. 

2, An antenatal clinic is essential in an obstet- 
rical hospital. 

3. Accurate methods of diagnosis, such as electro- 
cardiography, are necessary for suitable treatment. 

4. Skilled medical treatment has considerably de- 
creased the indications for the artificial termination 
of pregnancy. 

5. Heart disease of moderate severity does not 
preclude successful pregnancy, provided efficient 
care is given throughout the antenatal period, de- 
livery, and the postnatal period. The factor of chief 
importance is rest. However, it must be borne in 
mind that every pregnancy causes a heavy strain 
on the damaged heart and that even in cases of mild 
cardiac conditions, recovery of the former functiona 
efficiency of the heart will take time and, in spite of 
every attention, may be incomplete. In cases of se- 
vere cardiac lesions the patient may possibly be 
changed to a heart category of a lower grade. It is 
more important to prevent the occurrence of preg- 
nancy than to terminate it, since termination is likely 
to be successful only if it is performed in the early 
stages of the pregnancy. Rest, regulation of the 
diet, and general hygiene are often of greater impor- 
tance than drugs in the successful management of 
heart disease complicated by pregnancy. 

6. Labor should be made as easy as possible by 
the use of sedatives and intermittent anesthesia. 
In severe cases, delivery by forceps may be indi- 
cated to shorten the second stage. 

7. Every patient should be followed up for several 
years after the pregnancy. 

Harvey B. Mattuews, M.D. 


Bramwell, C.: Heart Disease Complicating Preg- 
nancy. Proc. Roy. Soc. Med., Lond., 1931, xxiv, 709. 


The author states that in the more severe types of 
heart disease, pregnancy should be forbidden or 
should be terminated in the first three months. In 
the less severe types, it should be allowed to pursue 
its course under careful medical supervision. 

Cart H. Davis, M.D. 


Pestalozza, E.: Fibromata in Pregnancy (Fibromi 
in gravidanza). Riv. ital. di ginec., 1931, xii, 97. 

The author reviews an experience of forty years in 
the surgical treatment of fibromata complicating 
pregnancy. He gives statistics on 116 operations 
performed for the removal of fibromyomata during 


pregnancy, labor, or the puerperium. All of the 68 
patients subjected to myomectomy or hysterectomy 
during pregnancy survived. Among the 39 cases in 
which myomectomy was done there were 6 abor- 
tions, but only half of them could be attributed to 
the operation. During labor, 6 myomectomies were 
performed with good results, 21 hysterectomies with 
16 recoveries, and 1 simple cesarean section. Seven 
of the hysterectomies with good results were per- 
formed during the third stage of labor. During the 
puerperium, 3 myomectomies and ro hysterectomies 
were performed with 12 recoveries. Two cases of 
operation for pedunculated adenomyoma during 
pregnancy are reported. 

Pestalozza concludes that fibroma and pregnancy 
are not incompatible, and that many pregnancies 
complicated by fibroma can be carried to term with- 
out great danger to the mother or child. He em- 
phasizes, however, that the mother should be ‘care- 
fully watched during the pregnancy and labor and 
should be put in condition so that operation can be 
performed at once if it becomes necessary. 

AupREY G. Morcan, M.D. 


LABOR AND ITS COMPLICATIONS 


Taylor, W. A.: A Revised Conception of the Occi- 
put-Posterior Position, with Which is Incor- 
porated a Plea for the Adoption of the Con- 
servative Attitude in Force at the Rotunda 
Hospital. J.Obst. & Gynec. Brit.Emp., 1931, Xxxviii, 
85. 

For cases of occiput-posterior position the author 
advises watchful waiting, the duration of which 
should be determined by the length of the first stage. 
He states that failure to deliver with forceps is 
usually ascribable to undue haste or an attempt to 
effect delivery when the head is out of the pelvis 
(high forceps). He emphasizes that careful bimanual 
examination under anesthesia is essential to de- 
termine the exact position and height of the head. 

Car H. Davis, M.D. 


Westman, A.: The Breech Deliveries at the Uni- 
versity Gynecological Clinic at Stockholm in 
the Period from 1916 to 1930 (Ueber die Steiss- 
geburten in den Jahren 1916-1930 an der Universi- 
taets-Frauenklinik in Stockholm). Acta obst. el 
gynec. Scand., 1931, Xi, 112. 


In the obstetrical department of the General 
Maternity Hospital in Stockholm there were 893 
deliveries in cases of breech presentation during the 
period from 1916 to 1930. These constituted 2.3 
per cent of all deliveries during that time. 

There were practically no cases of contracted 
pelvis, abnormality of the uterus, or hydramnion. 
In a few cases the breech presentation was due to 
placenta previa. Breech presentation was more 
common in primipare than in multipare. Its fre- 
quency was about the same in women under thirty 
years of age as in women over thirty years of age. In 
24.6 per cent of the cases the delivery was premature. 
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The number of male and female infants was about 
the same. With the exception of prematurity, very 
few of the conditions usually regarded as predispos- 
ing to breech presentation were present in these cases. 

With regard to the clinical course of breech 
presentation, the author discusses especially the 
time at which the membranes ruptured and the 
duration of the labor. Of 796 cases in which the 
fetus weighed more than 2,000 gm., the membranes 
ruptured before or at the beginning of labor in 
32.8 per cent. Early rupture of the membranes was 
most common in primipare over thirty years of age. 
The size of the fetus appeared to be of little impor- 
tance with regard to the time of the rupture. 

The period of labor was prolonged in breech 
presentation. In the cases of primipare the average 
duration of labor was twenty-three hours whether 
the membranes ruptured early or late. In 8.9 per 
cent of the cases there was primary weak labor. 

The incidence of complications at the time of 
detachment of the placenta was not increased in the 
cases of breech presentation. 

The maternal mortality was 0.27 per cent. 

In the cases of primipare, the incidence of puer- 
peral infection was 12.4 per cent when the mem- 
branes ruptured early and 15 per cent when they 
ruptured late. In the cases of multipare, it was 
5.2 per cent whether the membranes ruptured early 
or late. 

Serious perineal injuries occurred in 3.5 per cent 
of the cases although prophylactic perineotomy 
was done in about 20 per cent. 

In discussing the prognosis for the fetus, the 
author excludes from consideration the fetuses 
which weighed less than 2,000 gm. or were dead 
at the time of the mother’s admission to the hos- 
pital, and the cases in which the mother or fetus 
had some disease that exerted an unfavorable 
influence on the prognosis regardless of the position 
of the fetus. In the cases of primipare the corrected 
fetal mortality was 11.2 per cent, and in the cases 
of multipare it was 5.2 per cent. The total corrected 
fetal mortality was 8.8 per cent. The fetal mortality 
was highest in the cases of primipare over thirty 
years of age. The prognosis for the fetus was un- 
favorably affected by early rupture of the mem- 
branes as this was often associated with primary 
weak labor. 

The management of the breech presentation was 
expectant so far as possible. 

When spontaneous delivery occurred the fetal 
mortality was 4.2 per cent in the cases of primipare 
and 2.9 per cent in the cases of multipare. In cases 
of manual delivery the corresponding mortalities 
were 14.5 and 8.3 per cent, and in cases of operative 
delivery, 33.3 and 16.7 per cent. When the breech 
was extracted from the floor of the pelvis in the 
cases of primipare, the mortality was 18.8 per cent. 
With loop extraction of the breech when the latter 
was high it rose to 73.3 per cent. When the high 
breech was extracted after drawing down of the 
feet, the mortality fell to 25 per cent. 


INTERNATIONAL ABSTRACT OF SURGERY 


The fetal mortality was higher in the cases of 
primipare than in those of multipare chiefly because 
operative delivery was more frequently necessary 
in the cases of primipare. : 

In cases of primary weak labor and early rupture 
of the membranes the prognosis for the fetus can be 
influenced favorably by inserting a bag and by in- 
jecting thymophysin to stimulate labor. It is prob- 
ably possible also in certain cases to delay the rup- 
ture of the membranes by inserting a bag. I[n 
the cases of old primipare, the fetal mortality might 
be decreased by cesarean section. 


Essen-MGller, E.: Some Points of View on the 
Vaginal Cesarean Section in Cases of Placenta 
Preevia. Acta obst. et gynec. Scand., 1931, xi, 35. 


The author discusses the nature and results of 
the surgical procedures used today in placenta 
previa and compares these operations with older 
obstetrical interventions. While the latter con- 
sisted of tamponade of the site of the placental 
insertion by means of the head, the breech, or a 
bag, the former attempt to arrest the hemorrhage 
by evacuating the uterus before severe bleeding is 
caused by dilatation of the cervix. Surgical inter- 
ventions gives better results as regards the child 
without increasing the risk to the mother. 

The author compares also the abdominal and 
vaginal cesarean section. With regard to the latter 
he states that the risks of tearing and of hemor- 
rhage from the cervical incision have been exag- 
gerated and that the hemorrhages thus provoked 
are generally slight. He states also that the danger 
of vaginal cesarean section is due chiefly to an 
inadequate initial incision. An incision which is too 
short may be responsible for tearing at the time of 
version or extraction and expose the patient to 
great danger. When the incision is sufficiently long 
it is possible to extract the fetus even at term with- 
out risk of tearing. 

Finally the author reports his own results from 
vaginal cesarean section in cases of placenta previa 
and compares them with results reported in the 
foreign literature. He emphasizes that he does not 
wish to start propaganda in favor of the vaginal 
cesarean section in placenta previa, but believes it 
is justifiable to continue to use the method until 
sufficient data have been obtained to determine its 
indications exactly. 


Samuel, M.: Cesarean Section with Abdominal 
Amputation of the Corpus in Cases of Im- 
pacted Myoma Shortly Before or at the 
Beginning of Labor (Der Kaiserschnitt mit ab- 
dominaler Korpusamputation bei eingekeiltcm 
Myom kurz vor oder im Beginn der Geburi 
Zentralbl. f. Gynaek., 1930, p. 3164. 

On the basis of three cases, the author attempts 
to show that Albrecht was right when he wrote that 
if a myoma blocks off the pelvic inlet at the begin- 
ning of labor an expectant attitude is incorrect. 
Under such conditions the only proper procedure is 
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abdominal section, the earlier, the better. All 
vaginal procedures are uncertain in their results and 
render considerably less favorable the outcome of 
subsequent caesarean section which is frequently 
necessary. Abdominal section is indicated especially 
in the presence of malposition of the fetus. It is 
always possible, even in cases of cervical myoma, to 
perform the amputation so as to leave some of the 
functioning mucosa of the corpus. This is necessary 
to preserve sexual function, and is indicated in 
vaginal as well as abdominal amputations of the 
corpus. SAMUEL (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Nettelblad, A.: Studies of Cases of Thrombosis 
in the Obstetrical Clinic of South Stockholm 
in the Period from 1912 to 1927 (Studien an den 
Krankengeschichten des Thrombosenmaterials der 
Gebaeranstalt Stockholm-Sued aus den Jahren 1912- 
1927). Acta obst. et gynec. Scand., 1931, xi, 165. 


The author sought to determine the factors pre- 
disposing to thrombosis and pulmonary embolism 
by reviewing 434 cases of these conditions which 
occurred in 50,000 cases of labor. 

His investigation demonstrated that thrombosis 
is much more common after normal delivery than 
after miscarriage. Multiple delivery and abnormal 
presentation seem to increase the risk. 

The puerperal complications favoring thrombosis 
include the so-called kidney of pregnancy, nephritis, 
nephrosis, premature detachment of the placenta, 
placenta previa, retention of the placenta, puer- 
peral fever, and inflammatory infections of the 
adnexa. 

Thrombosis is favored also by operative interven- 
tion during labor. Internal detachment of the pla- 
centa appears to be particularly dangerous. 

The tendency toward the development of throm- 
bosis may increase with age. This is true especially 
as regards the superficial forms of thrombosis. 
Superficial thromboses are most common after a 
large number of deliveries, whereas the deeper 
forms are more common in primipare than in 
multipare. 

The greater frequency of thrombosis in cases of 
protracted labor was found to be due to the opera- 
tions usually necessitated by protracted labor. 

A large fetus appears to increase the risk of 
thrombosis, but not necessarily that of deep throm- 
bosis. This is true even in cases in which operation 
is not performed. 

The frequency of thrombosis varies from year to 
year. A steady increase in the course of the last 
lew years is evident. The author attributes this 
variation in frequency chiefly to corresponding vari- 
ations in the frequency of the predisposing condi- 
tions mentioned. The chief factors in this respect 
are infections and nephropathies, but the average 
age of the patients is also of importance. 

Nettelblad emphasizes that none of the predis- 
posing factors mentioned is independent of the rest. 


The incidence of pulmonary emboli seems to 
parallel that of deep thrombosis after puerperal 
complications and operations. Thrombosis seems 
to be associated with greater risk of embolism in 
older women than in young women. 

In the cases of thrombosis reviewed there were 
15 deaths. Seven were caused by emboli to the 
lungs and 8 by puerperal fever. 

The author reports a number of cases, including 
the 15 cases which were fatal. 


NEWBORN 


Kessler and Laube: Stillbirths and Early Infant 
Mortality, Their Causes and Prevention. 
With a Consideration of the Material at the 
University Gynecological Clinic of Kiel in the 
Period from 1923 to 1928 Inclusive (Totgeburten 
und Saeuglingsfruehsterblichkeit, ihre Ursachen und 
Bekaempfung. Unter Beruecksichtigung des ‘Ma- 
terials an der Universitaetsfrauenklinik Kiel 1923- 
1928 einschliesslich). Zéschr. f. Geburtsh. y Gynaek., 
1930, XCVlil, 425. 

Government statistics show that during the period 
from 1900 to 1927 the infant mortality steadily de- 
creased from 20.7 to 9.7 per cent. An investigation 
of the causes of death revealed the surprising fact 
that only two kinds of diseases, namely, diseases of 
the digestive organs and diseases that are due to 
improper care of the child, those beginning with 
convulsions, and rachitis, affect the infant mortality 
to a great extent. The mortality is by far the great- 
est in the first month, and at the present time 14.1 
per cent of infant deaths in the first year of life 
occur on the first day of life. Since 1913, the mor- 
tality of the first day of life has almost doubled. 
This increase is explained by a lower birthrate with 
a corresponding increase in the relative number of 
firstborn and old primipare. According to Rott, the 
prevention of early mortality, that is, the mortality 
of the first week of life, is a problem of the correction 
or prevention of low vitality of the child, as about 
three-fourths of the immature fetuses are included 
in early mortality. 

The authors investigated the total mortality of 
infants at the Kiel Gynecological Clinic. The num- 
ber of children born in the Clinic during the years 
from 1923 to 1928, inclusive, was 5,830. Of these, 
395 were stillborn or died within the first seven days 
of life, and 259 (about two-thirds of the 395 which 
died) were born prematurely. The ratio of the 
children born alive to those born dead was 164:231. 
Fifty-nine per cent of the children who were born 
dead were dead before delivery. Of the 95 children 
who died during labor, 40 were premature. The 
incidence of stillbirth was 4 per cent. The mortality 
in the first week of life was 2.75 per cent, this bring- 
ing the mortality at the beginning of the second 
week to 6.75 per cent. Two hundred and three of the 
mothers of the 395 children that died were primi- 
pare. The mortality of newborn children on in- 
dividual days does not agree with the findings of 
Ritt. 
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The authors attribute the high mortality to the 
fact that the number of pathological cases is rela- 
tively high in large clinics. A substantial decrease 
in the early mortality is not to be expected from 
further improvement in the care of infants. The 
best results will be obtained from measures to pre- 
vent premature birth and from better care of 
women during pregnancy. The care during preg- 
nancy must be instituted at the proper time and 
should include the entire maternal organism. A 
decrease in birth traumata may be expected from 
improvement in the training of physicians and 
midwives. WILLE (G). 


Morosova, A., and Raskina, M.: Stillbirths and the 
Mortality of Newborn Infants in the Grauer- 
man Maternity Hospital in Moscow (Totge- 
burten und Sterblichkeitshaeufigkeit der Neuge- 
borenen nach den Materialien des Grauerman- 
Entbindungsheims in Moskau). Moskov. med. Z., 
1930, X, 42. 

This statistical study of the mortality rate at the 
Grauerman Maternity Hospital of Moscow covered 
14,869 births which occurred during the years from 
1924 to 1928, inclusive. The deaths are divided into 
4 classes according to the time at which they oc- 
curred: (1) antenatal, (2) intranatal, (3) postnatal 
(during the period between birth and the first 
efforts at breathing), and (4) following the onset of 
respiration and within the first few days of life. 
Infants weighing less than 2,500 gm. and measuring 
less than 48 cm. in length were considered prema- 
ture. 

Stillbirths and neonatal deaths together amounted 
to 5 per cent of the total number, the stillbirths 
constituting 2.9 per cent and the neonatal deaths, 
2.1 per cent. Of the stillbirths, death was antenatal 
in 28 per cent, intranatal in 59 per cent, and post- 
natal in 13 per cent. Sixty-one per cent of the still- 
born infants were fully developed and 39 per cent 
were premature. Seventy per cent of the full-term 
infants died during delivery and only 18 per cent 
during the antenatal period, but of the premature 
infants an equal number (44 per cent) succumbed 
before and during delivery. No full-term infants 
died during the postnatal period. 

Syphilis was the cause of antenatal death in 49 
per cent of the cases, and 93 per cent of all macerated 
fetuses were luetic. Operative interference by the 
vaginal route was an important factor in intranatal 
death. Among the causes of death of full-term 
infants, septicemia occupied the first place (24.7 per 
cent), then followed pneumonia (23.8 per cent), 
internal hemorrhage (18.1 per cent), and partial 
pulmonary atelectasis (15.2 per cent). Practically 
two-thirds of the premature infants died of con- 
genital pulmonary atelectasis. 

Forty-two per cent of the neonatal deaths oc- 
curred on the first day, one-third on the second 
day, and one-sixth on the third day. Seasonal 
factors apparently do not affect the mortality. 

A. SCHEINMANN (G). 
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Coryllos, P. N.: Atelectasis, Asphyxia, and Resus- 
citation in the Newborn. Am. J. Obst. & Gynec., 
1931, XXi, 512. 

The first respiratory movements immediately 
after birth produce important anatomical and phy- 
siological changes in the lungs. The lung dilates 
little by little and expands. 

In the ‘‘opening” of the alveoli the resistance 
due to the cohesion and capillary tension of the 
alveolar walls which are in contact with the fetal 
lung must be overcome. In the dog, a positive pres- 
sure equal to 14 cm. of water is necessary to intlate 
the atelectatic lung. 

The author contends that all pneumonias and 
bronchopneumonias in the newborn start as lobar 
or lobular atelectases due to obstruction of !obar 
or lobular bronchi. If the obstructing agent is ar- 
tificially or spontaneously eliminated the lung will 
be re-aérated, its free drainage insured, ani its 
means of defense restored. 

Asphyxia in the newborn is a complicated phe- 
nomenon due to anatomical deficiency of the lungs, 
defective gas exchanges, and physiological imbal- 
ance of the respiratory center. 

The anatomical factor, namely, persistent {etal 
or partial atelectasis of the lung, is always due to 
bronchial obstruction. It threatens immediate or 
delayed asphyxia because of anoxemia due to de 
fective gas exchanges, and predisposes to infectious 
complications such as pneumonia and_broncho- 
pneumonia, to which the largest number of deaths 
of newly born infants are due. 

The importance of the curves of dissociation of 
oxyhemoglobin and of carbon dioxide, and espe- 
cially their interrelationship in the study of asphyxia 
of the newborn, is discussed. 

The importance of the “Bohr effect” and the 
“Hering-Breuer” reflex in resuscitation is empha- 
sized. 

The different procedures recommended for resus- 
citation, especially those of Henderson and Haggard, 
Flagg, and Drinker, are described. The author favors 
the procedure employed by Flagg. 

E. L. Corn ct, M.!). 


MISCELLANEOUS 


Bell, W. B.: Maternal Disablement. Lancet, 1031, 
CCXX, II7I. 

The author estimates that 10 per cent of all 
women are more or less crippled by childbearing. 
Of a large number of parous women treated for 
gynecological conditions at the Royal Infirmary in 
Liverpool, the condition in 34 per cent was found to 
be directly attributable to pregnancy and parturi- 
tion. Pre-existing pathological conditions may be 
accentuated or lesions may be initiated by ch'ld- 
bearing. 

The most important nervous disorders associated 
with pregnancy are mental shock and puerperal 
insanity. Mental shock is of traumatic origin and 
almost always follows prolonged labor with severe 
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pain. It is rare when the pain is adequately con- 
trolled by anesthesia. 

While mental shock may occur in a patient with a 
good family history, this is not true of puerperal 
insanity. It is believed that other factors such as 
the toxemia from infection or chemical auto- 
intoxication play a part. Puerperal insanity is not 
uncommon. It is a serious condition as about 30 
per cent of the women fail to recover completely 
and 15 per cent die. 

Of the neuroses, chorea gravidarum is the most 
serious. It appears in young women and usually in 
the first part of pregnancy. It is probably of toxic 
origin. 

Mitral stenosis, with or without aortic regurgita- 
tion, is a very grave condition in pregnancy, espe- 
cially when it is associated with auricular fibrilla- 
tion. A sudden break in compensation may occur 
even when the patient is in bed in the hospital. 
Very careful prenatal care is important. In many 
cases it may be necessary to consider termination 
of the pregnancy by induction or cesarean section. 
Other vascular lesions made worse by pregnancy 
are varicose veins of the lower extremities, the 
vulva, and rectum, and arteriosclerosis. 

Kidney disease, whether a pre-existing nephritis 
or a nephritis due to a toxemia of pregnancy, is a 
very grave complication of pregnancy. In a large 
percentage of cases toxemia recurs in subsequent 
pregnancies. The woman with chronic nephritis 
comes to pregnancy damaged and is likely to suffer 
further renal injury as a result of the pregnancy. 

Various types of thyroid disease may occur in 
pregnancy. Atrophy of the ovaries and enlarge- 


ment and increased activity of the pituitary gland, 
may cause disturbances. Diabetes is still one of 
the most serious constitutional complications of 
pregnancy even though its danger has been reduced 
by modern treatment. 

Untreated dental infections may lead to puerperal 
sepsis. Dental caries associated with pregnancy is 
very common and is probably due to disturbance of 
calcium metabolism. 

Pyelitis and cystitis in pregnancy are not un- 
common and are often preventable or amenable to 
prompt treatment. 

Pulmonary tuberculosis in an incipent or active 
phase has an unfavorable effect on pregnancy, but 
when the lesion is quiescent or healed little anxiety 
need be felt regarding it provided the patient is well 
nursed, suitably fed, and kept in a healthful en- 
vironment. 

It is generally believed that the growth of mialig- 
nant tumors is stimulated by pregnancy. Benign 
growths, unless they are situated in the genitalia, 
are unaffected. Degeneration is common in fibro- 
myomata. 

Statistics presented show that, of the local lesions, 
from 30 to 43 per cent are created or aggravated 
by pregnancy and parturition, and that from 70 
to 80 per cent of them cause disability due to trauma 
and infection. Cancer of the cervix is the most 
serious result. 

The prevention of the local injuries and infec- 
tions, which constitute at least 75 per cent of all 
causes of maternal disablement, depends upon the 
obstetrician, the nurse, and the midwife. 

T. Froyp Bett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Lunoe, E.: A Study of the Unilateral Quantitative 
Function of the Kidneys and the Technique of 
Collecting the Urine by Ureteral Catheteriza- 
tion (Etude sur la fonction unilatérale quantitative 
des reins et sur la technique du recueillement quan- 
titatif d’urine par cathétérisme urétéral). J. d’urol. 
méd. et chir., 1931, XXXi, 113. 

For the qualitative and quantitative study of renal 
function the author uses aspiration and a sound with 
multiple eyes. The aspiration is kept constant by a 
column of fluid about 90 cm. high contained in a 
rubber drain which is suspended from the ureteral 
sound. By this procedure it is generally possible to 
recover the urine which, with the use of the ordinary 
sound having fewer eyes, would descend the length 
of the sound and flow into the bladder. By simul- 
taneous analysis of the blood, it is possible to make 
a complete study of renal function. PAce. 


Pedroso, G.: Closed Traumata of the Kidney (Trau- 
matismos cerrados del rifion). An. de cirug., Havana, 
1931, iil, 112. 

In closed traumata of kidney there is no external 
lesion or at least none in communication with the 
kidney injury. Such traumata may be caused by 
direct or indirect contusion. The author reports the 


case of a man twenty-two years of age who developed 
a traumatic hydronephrosis of the right kidney after 
a fall from a second story window in which he struck 
on his right flank and arm. There was no history of 


kidney disease before the injury. After the fall, 
laparotomy was performed because of abdominal 
rigidity suggesting a visceral lesion. The kidney 
bed was explored as hematuria had occurred, but 
no enlargement of the kidney was noted. A second 
laparotomy performed nine days later disclosed a 
retroperitoneal swelling. In the four days that 
elapsed before nephrectomy was performed this 
swelling doubled in size. The kidney showed mul- 
tiple cavities and the compression of the parenchyma 
which is characteristic of hydronephrosis. 

The prognosis in such cases depends on the 
severity of the injury. In cases of mild injury the 
hematuria soon stops, the pain decreases, and in a 
few days the patient is out of danger. In cases of 
severe injury, death may occur from shock, hemor- 
rhage, or infection of the hydronephrosis. The 
author believes that the hydronephrosis is caused by 
obstruction of the ureteral orifice by clots from the 
hemorrhage. In cases of mild injury, expectant 
treatment should be given. Operation is indicated 
in cases with enlargement of the kidney and internal 
hemorrhage for forty-eight hours or slight hama- 
turia of longer duration. Conservative surgery is 


impossible unless the operation is performed early, 
AupREY G. Morgan, M.D. 


Bekkerman, A.: Renal Tuberculosis in Children 
(De la tuberculose rénale chez l’enfant). J. d’wyo/, 
méd. et chir., 1931, XXxi, 236. 

A review of the literature shows that renal tuber- 
culosis in children is not so rare as is commonly swp- 
posed. The author was able to find the reports of 2So 
cases in children ranging in age from three months to 
sixteen years. 

Opinions differ as to the manner in which the in- 
fection occurs as there is evidence indicating that it 
may be either congenital or acquired. Renal tuber- 
culosis is most often recognized only at autopsy. 
Among the factors which may activate latent tu- 
berculosis are malnutrition, trauma, intercurrent 
infections, metabolic disorders, and measles. The in- 
cidence of renal tuberculosis in children increases 
rapidly toward the age of puberty. Boys are affected 
more frequently than girls. 

The diagnosis is more difficult in the cases of chil- 
dren than in the cases of adults. In the examination 
of children, cystoscopy and ureteral catheterization 
are usually neglected, but may be performed under 
anesthesia without untoward effects. The diagnostic 
procedures should not differ from those employed {for 
adults. 

The chief evidences of renal tuberculosis are dys- 
uria, polyuria, enuresis, pyuria, hematuria, and the 
presence of tubercle bacilli in the urine. 

Nephrectomy should be performed in all cases in 
which the process is unilateral. It is indicated even 
in advanced cases. In children, the surgical mortal- 
ity ranges from 16 to 38.9 per cent, whereas in 
adults it ranges from 17 to 25 per cent. In cases not 
treated surgically the mortality is usually inversely 
proportional to the ages of the patients. By some, 
tuberculin treatment is advocated. 

The author reports four cases and abstracts four 
teen case reports found in the Russian literature. 

Haroip C. Mack, M.D. 


Dax, L.: Two Cases of Calculous Anuria Due to 
Calculi Invisible to the X-rays (Deux cis 
d’anurie calculeuse par calculs invisibles aux rayons 
X). J. de méd. de Bordeaux, 1931, cviii, 187. 


The first case reported by the author was that of 
a man sixty-eight years of age who, for twenty 
years, had suffered periodically from nephritic colic 
which occurred sometimes on one side and some- 
times on the other and was frequently followed by 
the expulsion of gravel. Two weeks before the 
patient was seen by Dax he had expelled three 
pieces of gravel the size of a grain of wheat. At the 
time of his examination by Dax anuria had been 
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present for forty-eight hours, but his general 
condition was good. Catheterization demonstrated 
that the bladder and urethra were free in spite of 
prostatic hypertrophy. Examination of the lumbar 
region disclosed contraction of the abdominal and 
lumbar muscles on the left side and pain on deep 
palpation over the kidney. The right side was 
normal. Roentgen examination of the urinary tract 
for calculi was negative, but in both ureters the 
catheter was arrested at a point 2 cm. from the 
bladder. 

Three days after the onset of the anuria surgical 
intervention was found necessary. A left lumbar 
incision was made. Palpation of the upper part of 
the ureter and the renal pelvis was negative for 
stones. The kidney was somewhat enlarged and 
congested. Nephrotomy was done, a catheter intro- 
duced into the renal pelvis, and renal decapsulation 
performed. Medical treatment consisted of injec- 
tions of glucose by Murphy drip and the adminis- 
tration of diuretics and cardiac tonics. 

On the day after the operation, 500 c.cm. of urine 
were passed through the catheter, and on the 
second day, 800 c.cm. were passed by catheter and 
200 c.cm. by way of the urethra. On the third day 
after the operation two stones the size of small peas 
were expelled from the urethra. Thereafter, all of 
the urine (1,500 c.cm. daily) passed through the 
bladder. Several days after the operation, four pure 
uric acid stones were expelled. The patient was 
discharged cured eighteen days after the operation. 

The second case was that of a man sixty years of 
age who was suddenly seized with severe renal colic 
on the left side. There was no previous history of 
such colic. The attack was associated with oliguria 
of increasing severity. On the day of examination, 
50 c.cm. of urine were passed. 

Clinical examination disclosed slight distention of 
the abdomen and a point of tenderness in the left 
costolumbar region. Roentgen examination for 
stones was negative. In the left ureter a catheter 
could be passed only 3 cm. beyond the meatus. 
The right ureter was free from obstruction. The 
ureteral catheter on the left side was left in place 
and diuretics were administered. The amount of 
urine excreted gradually increased. On the third 
day, when the catheter was removed, goo c.cm. of 
urine were passed. Several days later the patient 
had dull pains in the left side and expelled a dozen 
small uric acid stones. 

The author states that with modern X-ray 

methods not more than 2 per cent of urinary calculi 
are invisible in roentgenograms. The stones com- 
posed of acid ammonium urate and those formed of 
pure uric acid are the most transparent to irradia- 
tion. 
_In the presence of anuria, the possibility of 
lithiasis, uterine cancer, and severe intoxication 
such as occur in subacute nephritis and toxic ne- 
phritis should be considered. 

The treatment of calculous anuria consists of 
medical stimulation of diuresis and attempts to 


cause spontaneous elimination of the stones. First, 
the bladder should be distended. If this is ineffective, 
ureteral catheterization should be tried. The renal 
pelvis should be distended moderately and the 
catheter left in position for two or three days. If 
catheterization of the obstructed ureter fails, the 
other ureter should be catheterized as in this way 
the inhibitory reflex is sometimes neutralized and 
diuresis is stimulated. If these measures fail, 
surgical intervention is indicated. Whether a pye- 
lostomy or a nephrotomy is done, renal decapsula- 
tion should be performed. The success of surgical 
treatment depends on how soon it is given after the 
onset of anuria. 

The postoperative treatment consists of the 
administration of diuretic drinks, theobromine, and 
cardiac tonics, and injections of glucose. In urgent 
cases, from 50 to 100 c.cm. of a hypertonic glucose 
solution (250 gm. per 1,000 c.cm.) are injected intra- 
venously. In addition, saline purges may be given 
and small venesections may be done. 

Jacos E. Kier, M.D. 


Higgins, C. C.: Solitary Cysts of the Kidney. Av. 
Surg., 1931, xciii, 868. 

Solitary cysts of the kidney are more frequent 
than is apparent from the literature. The number 
reported in the literature to date is 168. The author 
reports 10 cases from the records of the Cleveland 
Clinic. 

The wall of a solitary cyst of the kidney is gen- 
erally grayish white and varies from 1 to 5 mm. in 
thickness. Calcification is rare. The cyst usually 
contains clear, straw-colored serous fluid with a 
low specific gravity. Solitary renal cysts are most 
common between the ages of thirty and sixty years 
and are more common in the right kidney than the 
left kidney. In most cases they arise from the 
lower pole of the kidney. They vary in size from a 
few centimeters in diameter to a large sac containing 
a liter of fluid. They may be associated with cal- 
culous pyonephrosis, caseous tuberculosis, or hyper- 
nephroma. 

Solitary cysts do not cause pathognomonic symp- 
toms until they attain sufficient size to produce pres- 
sure or until they become palpable. When this occurs 
the patient may complain of vague abdominal dis- 
comfort and a sense of fullness or pain in the region 
of the kidney. Urinary symptoms may be entirely 
absent. 

A roentgenogram may reveal the cyst, especially 
if it arises from the lower pole of the kidney. 

Before operation, a pyelogram may show a normal 
kidney, functional tests may be normal, and there 
may be no urinary symptoms. 

The treatment indicated is either dissection of the 
cyst away from the kidney tissue or removal of the 
cyst with a small wedge-shaped portion of the pole 
of the kidney. Nephrectomy should be performed 
only when the renal parenchyma has been destroyed 
by some condition such as a tumor, tuberculosis, or 
calculi. C. Travers Stepita, M.D. 





256 


Morelli, M.: A Contribution to the Study of 
Hypernephroid Renal Tumors (Contributo allo 
studio dei tumori renali denominati ipernifroidi). 
Arch. ital. di urol., 1931, Vii, 303. 


The author reports a study of six renal tumors— 
two true hypernephromata, three papillary adeno- 
carcifomata, and one mixed tumor which was 
believed to have its origin from separate renal and 
suprarenal embryonic nests. 

The papillary adenocarcinomata had a varied 
histological structure which the author attributes to 
development of the neoplasms from different parts 
of the primary kidney tubules. He is of the opinion 
that the tumors with tubules and papillary growths 
originated from the cells of the secretory tubules 
whereas the tumors with large clear cells were 
derived from the cells of the excretory or collecting 
tubules. Although these neoplasms are often classi- 
fied as hypernephroid, Morelli believes they are of 
renal origin. Peter A. Rost, M.D. 


Lepoutre, C., and Dupas, L.: Duodenal Fistulz 
Following a Right Nephrectomy (Les fistules 
duodénales consécutives 4 la néphrectomie droite). 
Arch. d. mal. d. reins et d. organes génito-urinaires, 
1931, V, 712. 

Duodenal fistula may follow injury of the duo- 
denum during a difficult operation, denudation of 
the duodenum which reduces the vitality of its wall, 
pinching or the inclusion of a portion of the duodenal 
wall in a ligature, pressure on the duodenal wall by 
a drainage tube, or the extension of perirenal ulcera- 
tion or inflammation to the duodenal wall. 

The authors report a number of experiments car- 
ried out on animals with regard to the formation of 
duodenal fistula. In every instance the fistula was 
produced by means of a drainage tube. The fistule 
occurred in the first few days after operation and 
usually after removal of the drains. 

The signs of the presence of a duodenal fistula are 
a variable amount of discharge, the presence of 
chyme and bile in the discharge, a peculiar odor, a 
red ulcerated appearance of the surrounding skin, 
and general symptoms such as vomiting, rapid loss 
of nutrition, toxemia, and alkalosis. 

In the authors’ opinion, there should be no diffi- 
culty in differentiating between colonic, biliary, 
gastric, jejunal, and duodenal fistule. 

The prognosis of duodenal fistula is grave because 
of the patient’s poor general condition and the dan- 
ger of a secondary infection such as pneumonia. In 
a few instances spontaneous closure has occurred 
when the fistula was located in the peritoneal portion 
of the duodenum, but as a rule fistula develop on the 
non-peritonized portion. Most operative procedures 
are unsuccessful. 

The medical treatment should consist of measures 
to protect the skin around the fistula, frequent 
renewal of dressings, and abundant feeding to keep 
up nutrition. 

The authors review a number of surgical proce- 
dures, but state that because of the patient’s poor 
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general condition they usually limit their surgica] 
treatment to jejunostomy. However, gastro-en- 
terostomy with exclusion of the pylorus may be done 
if the general condition will permit it. 

James B. Mason, M.]), 


Chauvin and Cerati: Primary Epithelial Tumors of 
the Ureter (Les tumeurs épithéliales primitives de 
Vuretére). Arch. d. mal. d. reins et d. organes ¢énito- 
urinaires, 1931, V, 631. 

This article is based on 108 cases of primary 
epithelial tumors of the ureter collected from the 
literature and 4 cases treated by the authors. The 
latter are reported in detail. 

The incidence of the tumors was about the same 
in males and females. Ureteral stones as a possible 
cause were present in only 9 cases and leucoplakia 
was known to exist in only 2. 

The papillomatous lesion was by far the most 
frequent. Non-pedunculated lesions, especiall\ in- 
durated malignant ulcerations of the ureteral wills, 
were rare. The tumors were generally single, but in 
9 cases they were multiple. They occurred with about 
equal frequency in the right and left ureter. ‘I heir 
distribution in 82 cases was as follows: 


Upper third of ureter 

Middle third of ureter 

Lower third of ureter 

RONTINN NENIR xg so ae aa s Sedna oe ene bad 
Meatus and neighboring structures............. . 
PMN den Cid cS Silalp 4 Shda ss dec sis Rae ie tions s 


Metastases were found in the liver, lungs, pleurw, 
and spine, but as a rule were local, limited, and not 
large. Within the ureter, the cells forming metastases 
were carried downward by the current of urine. 

The histological types of the tumors were as 
follows: 


Benign papillomata 

Papillary adenomata 

Papillary epitheliomata 
Pavement-cell epitheliomata 
Malignant non-papillary tumors 
Tumors of indeterminate type 


The chief symptoms of a primary epithelial tumor 
of the ureter are hematuria, lumbar pain, and renal 
enlargement. The hematuria varies in amount and 
time of appearance and in other respects conforms 
to the classical neoplastic type of haemorrhage. [he 
pain may be colicky or dull and more or less constant 
as in hydronephrosis. The renal enlargement is due 
to hydronephrosis following ureteral obstruction, 
which in most cases occurs early. 

Physical examination in the cases reviewed re- 
vealed little more than enlargement of the kidney. 
Occasionally a low tumor or its metastases coul:! be 
palpated on vaginal or rectal examination. 

Examination of the urine yielded no signitic« 
findings except hematuria. 

One of the chief aids in the diagnosis was cystos- 
copy. In a third of the cases the tumor was 
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suspected until cystoscopic examination. Cystos- 
copy reveals a tumor protruding from the ureteral 
meatus or a change in the ureteral meatus or the 
ureteral ejaculation. 

Ureteral catheterization was found to be a valu- 
able adjunct to cystoscopy. It yielded evidence as 
to the level of the tumor and provoked the almost 
diagnostic sign of Chevassu and Mock—abundant 
bleeding following withdrawal of the catheter. It 
showed also the functional condition of the involved 
side. 

Retrograde pyelography will disclose tumors that 
are not revealed by other methods. 

The prognosis of tumor of the ureter is grave, 
even when the neoplasm is benign, and is especially 
unfavorable in cases of bilateral and malignant 
tumors. 

Low ureteral tumors projecting from the ureteral 
meatus constituted a fourth of those reviewed and 
caused mainly vesical symptoms. Bilateral tumors 
were rare. Tumors of this type may grow very 
slowly. Cases have been reported in which they 
were present for from five to twenty-five years. 

Diathermy is regarded as the treatment of choice 
for protruding and bilateral tumors, and one-stage 
nephro-ureterectomy for all others. 

James B. Mason, M.D. 


BLADDER, URETHRA, AND PENIS 


Olivieri, G.: The Filtrating Catheter (I1 catetere 
filtrante). Riforma med., 1931, xlvii, 55. 

The author describes a method whereby chronic 
distention of the urinary bladder such as occurs in 
prostatism can be safely relieved. He inserts a re- 
tention catheter through the urethra into the 
bladder and closes the outer end of the catheter 
with a rubber or cork stopper through which he 
inserts a hypodermic needle. The bladder slowly 
empties itself through the lumen of the needle. 

Peter A. Rost, M.D. 


Calef, C.: Treatment of Ruptures of the Posterior 
Urethra Complicated by Fracture of the Pelvis 
(Trattamento delle rotture dell’uretra posteriore 
complicate da frattura del bacino). Arch. ital. di 
urol., 1931, Vii, 416. 

The results of treatment of traumatic lesions of 
the urethra, especially those of the posterior ure- 
thra, vary according to whether operation is per- 
formed immediately or is delayed. The author 
reviews six cases treated at the clinic at Perugia in 
which the lesion was produced by fracture of the 
pelvis or trauma to the perineum. He draws the 
following conclusions: 

1. In rupture of the posterior urethra compli- 
cated by fracture of the pelvis, operation should be 
performed as soon as possible in order to prevent 
contamination of the fracture and avoid catheteri- 
zation. 

2. The primary intervention should be limited to 
suprapubic cystostomy as it is dangerous to subject 
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the patient who is already in a grave general condi- 
tion to long and extensive operative procedures such 
as_urethrorrhaphy. 

4. After the injured tissues have healed, recon- 
struction of the urethral canal should be undertaken 
by means of circular urethrorrhaphy without the 
use of a permanent sound. 

WILLIAM W. WHITELOCK, PH.D. 


Colby, F. H., and Smith, G. G.: Carcinoma of the 
Penis. J. Urol., 1931, xxv, 461. 

The authors report on fifty cases of carcinoma of 
the penis seen in private and hospital practice dur- 
ing the past ten years. 

The cases are classified pathologically into two 
groups, those of Group 1 representing low malig- 
nancy and those of Group 2 representing high ma- 
lignancy. All of the tumors were epidermoid carci- 
nomata. The patients ranged in age from thirty- 
nine to ninety years. One-third were between forty 
and fifty years old. Half of them had had definite 
phimosis. 

After operation, 10.5 per cent of the patients of 
Group 1 and 36.8 per cent of those of Group 2 died 
from cancer within the first year. Groin dissection 
was done in thirty-two cases. Malignant glands were 
found in 24 per cent of the cases of Group 1 and 
62 per cent of those of Group 2. Of the patients 
subjected to groin dissection, 50 per cent of those in 
Group 1 and 7o per cent of those in Group 2 died 
from cancer. The authors believe that groin dissec- 
tion should be a routine procedure except in cases 
in which the disease has been present only a short 
time. AnpREW MCNALLY, M.D. 


GENITAL ORGANS 


Warwick, W. T.: The Pathology and Treatment of 
Varicocele: A New Operative Procedure. Lancet, 
1031, CCXX, $17. 

The results of the injection treatment of varicose 
veins of the leg have suggested that the same method 
might be applicable to varicocele. The operative pro- 
cedures used heretofore for varicocele have been 
generally unsatisfactory. 

Investigations have shown that varicocele depends 
primarily on incompetence at the orifice of the 
spermatic vein which allows refluxes from the vena 
cava along that vein. in most cases of unilateral 
varicocele, which usually occurs on the left side, no 
cause of mechanical obstruction to the venous re- 
turn is evident. Hence it appears that the force 
responsible for the varicose condition of the pam- 
piniform plexus is not the vis-a-tergo of the blood 
stream, but the intra-abdominal pressure trans- 
mitted along the unvalved left spermatic vein. 
Anatomical investigation has shown that fairly often 
the posterior spermatic trunk has a valve near its 
termination, but lower down the other trunks often 
have competent valves. The valves are rendered 
useless because of the free communication between 
the trunks of the plexus, around which blood flows 
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downward with increased intra-abdominal pressure, 
forcing fluid into the pampiniform plexus. It is 
often possible to excise the channels which are not 
valved, leaving the pampiniform plexus protected 
by two or three valves. As the valved veins lie 
within the inguinal canal, they are adequately sup- 
ported laterally during effort. 

The author believes that injection is not the most 
logical method of treating varicocele as the amount 
of varicose plexus obliterated is less easily controlled 
by injection than by operation. He recommends the 
following operation: 

The inguinal canal is opened and, by linear divi- 
sion of the cord coverings, the vas surrounded by 
venous trunks which terminate above in the single 
spermatic vein is exposed. These main trunks are 


carefully defined from above downward. Valves ap 
pear as dilatations. The competence of a valve js 
proved by absence of reflux of blood downward 
after the segment of vein below has been emptie« 
upward. The upper 2-in. portion of the trunks usual 
ly contains two or three valves. The unvalved routes 
are excised, a channel including a number of com 
petent valves being left. The plexus is dissected 
down to the testicle and the greater part of its 
lower portion is removed, care being taken to see 
that the veins are clearly dissected before ligatures 
are applied to them. Ligation en masse is unneces 
sary and may include arterial and nerve elements. 
The operation should be limited to veins. If no 
competent valves can be found, partial excision js 
indicated. Louts Nruwett, M.}) 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Benassi: The Development and Nutrition of the 
Bones of the Extremities in Relation to Liga- 
tion of the Main Vessels (Lo sviluppo e trofismo 
dello schletro degli arti in rapporto alla allacciature 
dei vasi principali). Arch. ital. di chir., 1931, xxviii, 
40. 

Before reporting his own investigations, the 
author reviews previous experimental studies of the 
eflects of vessel ligation, especially ligation of the 
femoral and iliac vessels. He cites particularly 
ligations of the femoral artery and vein and the 
iliac artery performed by Bolognesi. It has been 
found that, in the dog, collateral circulation is 
rapidly established after ligation of the external 
iliac artery and of the femoral artery and vein. 
Ligation of the vein alone is more liable to cause 
pain and other disturbances in the limb. A large 
part of the collateral circulation develops by way 
of the gluteal vessels. After a time the ligated artery 
itself may become recanalized. 

Benassi made a roentgen-ray and histological study 
of the effect of ligation of the external iliac artery 
and vein in rabbits. Both growing and adult rab- 
bits were used. In one group, ligation of the iliac 
artery alone was done; in another group, ligation 
of the iliac vein alone; and in a third group, ligation 
of both the artery and the vein. 

In twenty-one rabbits about a month old which 
were sacrificed from one day to three months after 
the ligation, no differences were noted in the nutri- 
tion or growth of the bones. However, in some of 
the animals which were sacrificed early, histological 
examination of the distal epiphysis of the femur 
disclosed oedema and capillary distention. In the 
twelve adult rabbits which were sacrificed from ten 
days to three months after the ligation, no changes 
were found. KELLOGG SpEED, M.D. 


Gonzalez-Aguilar, J., and Busto, H. F.: The Cal- 
cium Content of the Blood, the Parathyroids, 
and Bone Disease (Calcemia, paratiroides y pato- 
logia é6sea). Prog. de la clin., Madrid, 1931, xix, 3. 

During the last four years the relationship be- 
tween the calcium content of the blood, para- 
thyroid function, and bone disease has been the 
subject of considerable study, particularly by Oppel 
and the Russian school and, from a different point 
of view, by Gold, Mandl, and American investiga- 
lors. 

Oppel concluded that the calcemia of ankylosing 
polyarthritis is the result of a defensive parathyroid 
hyperfunction, and that the ankylosis is a mecha- 
nism of “auto-treatment” of the articular inflam- 
matory process. In spite of the apparently favorable 


results obtained from unilateral parathyroidectomy 
by various surgeons since Oppel’s report, the authors 
believe that Oppel’s theory can be accepted only 
with considerable reservation because, as Gold and 
others have pointed out, its basis is too empirical. 
In von Recklinghausen’s disease the relationship 
between the blood calcium, parathyroid function, 
and bone disease appears to be much clearer. 

The authors are inclined to interpret the calcamia 
of ankylosing polyarthritis as Gold has done. Ac- 
cording to their theory, the transitory calcermia 
of polyarthritis deformans and polyarthritis anky- 
losans depends upon displacement of the bone 
substance itself, which occurs at certain stages of 
the pathological process, and not upon hyper- 
parathyroidism. Hyperparathyroidism produces de- 
calcification of the skeleton with a secondary 
calcemia which gives rise, in its last stages, to von 
Recklinghausen’s disease. Decalcification of the 
bone always increases the blood calcium. The re- 
verse picture—that of progressive non-inflammatory 
ankylosis with multiple exostoses, muscular ossifica- 
tions, and a decrease in the blood calcium—seems 
to be due to parathyroid hypofunction. 

MARGUERITE P. SLOAN. 


Bodansky, A., and Jaffe, H. L.: Parathormone 
Dosage and the Serum Calcium and Phospho- 
rus in Experimental Chronic Hyperparathy- 
roidism Leading to Osteitis Fibrosa. J. Exper. 
M., 1931, liii, 591. 

Clinical osteitis fibrosa cystica (von Reckling- 
hausen’s disease) has been found to be associated 
with enlargement of the parathyroid glands. In 
experimental rickets and other conditions the en- 
largement of the parathyroids seems to be secondary 
but clinical evidence indicates that in von Reck- 
linghausen’s disease the hyperparathyroidism is 
primary. 

In experiments on guinea pigs the authors were 
to induce a severe but non-fatal chronic hyper- 
parathyroidism leading to osteitis fibrosa. Single 
injections of large doses of parathormone resulted 
not only in hyper calcemia, but also in hyperphos- 
phatemia, which were most pronounced in young 
guinea pigs that had been fasted for sixty hours. 
Severe and extensive bone resorption with injury 
of the bone marrow occurred only in young guinea 
pigs. Prolonged treatment with parathormone 
resulted in varying degrees of bone resorption and 
marrow fibrosis. Toxic symptoms were absent even 
after the largest doses when the latter were preceded 
by smaller doses. 

By a similar procedure, chronic hyperparathy- 
roidism was produced in dogs, although the dog is 
very sensitive to moderate doses of parathormone. 
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The findings of the experiments are summarized 
as follows: 

t. Onalow calcium intake, hypercalcemia tended 
to disappear in chronic hyperparathyroidism pro- 
duced by parathormone, apparently because of the 
reduction of a readily available calcium reserve. 

2. A decrease in the blood calcium occurred in 
chronic hyperparathyroidism in young puppies on 
a low calcium diet. Tetany occurred at a calcium 
level which was higher and a phosphorus level which 
was lower than in tetany parathyreopriva of young 
puppies. 

3. The serum phosphorus in chronic hyper- 
parathyroidism in young puppies continued at or 
rose above the high level which is normal for young 
animals. 

4. Early in the treatment and on a liberal cal- 
cium intake, a single dose of parathormone caused 
a more marked relative rise in the serum calcium 
than in normal adult dogs. The serum phosphorus 
rose after a single injection of parathormone even 
when there was no effect or only a slight effect on 
the serum calcium. 

5. The continued effect of parathormone on the 
serum calcium after prolonged periods of treatment 
and the modified response of the serum phosphorus 
indicate tolerance due to compensation. 

6. The bone lesions presenting the essential 
features of osteitis fibrosa cystica, which were of 
varying severity depending on the relation of the 
parathormone dose to the calcium intake and the 
duration of the treatment, were most prominent 
on a low calcium intake. Therefore it was possible 
to use large doses of parathormone without causing 


a fatal hypercalcemia or symptoms of overdosage. 
Rosert C. Lonercan, M.D. 


Matz, P. B.: A Study of Bone Tumors Among 
Ex-Service Men. Radiology, 1931, xvi, 664. 

This report is based on a study of forty-five bone 
tumors occurring in ex-service men, 84.5 per cent 
of which were osteogenic sarcomata and 11.1 per 
cent of which were benign giant-cell tumors. 

Ten of the neoplasms were of the spinal-cell type, 
eight of the mixed-cell type, and six of the giant-cell 
type. 

Thirteen of the forty-five patients gave a definite 
history of trauma occurring from one to forty 
months before the appearance of the tumor. The 
majority of the tumors appeared less than one year 
after the trauma. 

The average age of the forty-five patients was 
twenty-four and seven-tenths years, and the average 
age of the thirty-two who died was thirty-seven 
years. 

The femur was involved in 46.7 per cent of the 
cases, the tibia in 24.5 per cent, and the humerus in 
4.4 per cent. The lower end of the femur and the 
upper end of the tibia were the most frequent 
locations of the tumors. 

Osteogenic sarcomata tend to invade normal 
tissues and to recur after excision. 
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Metastases were present in 55.6 per cent of the 
cases reviewed. Their incidence was highest (75 per 
cent) in the eight cases of sarcoma of the mixed-cel] 
type. 

Amputation was done in twenty-eight of the 
thirty-eight cases of osteogenic sarcoma and 17.8 
per cent of the patients so treated are still alive. 
Amputation was done also in the five cases of 
benign giant-cell tumor and all of the patients are 
still alive. Two patients with osteogenic sarcoma 
who were treated with the roentgen-rays or radium 
alone are dead. ELVEN J. BERKHEISER, M.1), 


Coley, W. B.: Endothelial Myeloma or Ewing’s 
Sarcoma. Radiology, 1931, xvi, 627. 


In the majority of cases of bone sarcoma with 
recovery the tumor was an endothelial myeloma or 
Ewing sarcoma. As tumors of this type are very 
sensitive to irradiation and the toxins of erysipelas 
and bacillus prodigiosus, it is justifiable to try con- 
servative treatment before amputation. As a rule 
the best treatment of primary operable cases of 
endothelioma of the long bones is systemic treat- 
ment with the toxins of erysipelas and bacillus pro- 
digiosus combined with local irradiation, preferably 
with the radium pack. If marked improvement is 
not apparent after eight weeks, amputation or re- 
section followed by prolonged prophylactic toxin 
treatment should be considered. 

A large number of patients with inoperable tumors 
have recovered and remained well for five years or 
longer. As some of these patients had extensive 
metastases, the condition should not be considered 
hopeless until a thorough trial of toxin and radium 
treatment has proved unavailing. 

ELVEN J. BERKHEISER, M.1). 


Troell, A.: Sarcoma of the Long Bones, with Spe- 
cial Consideration of Its Treatment and of the 
Importance of Trauma in Its Etiology (Sarkom 
in den langen Roehrenknochen, mit besonderer 
Beruecksichtigung ihrer Behandlung unter Bedeu- 
tung des Traumas fuer die Geschwulstaetiolosic). 
Arch. f. klin. Chir., 1930, clxiii, 199. 

The author reports a study of seventy-seven cases 
of sarcoma of the long bones in which widely dif- 
ferent methods of treatment were used. The best 
results were obtained in cases of diaphyseal tumors 
and the poorest results in cases of distal metaphyseal 
tumors. 

The so-called peripheral sarcomata are more ma- 
lignant than the central sarcomata. The greater the 
differentiation of the tumor cells the less malignant 
the tumor. However, as marked variations in histo- 
logical structure may exist in different sections of 
the same tumor, a prognosis based on the tissue 
findings should be given only with reservations. 

After invading a joint, para-articular sarcomata 
are arrested by the epiphyseal cartilage and must 
burrow their way under or through the capsule. 
The most important clinical sign is spontaneous 
fracture. Considerably less important are a blowing 
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sound on auscultation and parchment crepitation. 
The probable course of the condition is shown best 
by the roentgenogram, which discloses the char- 
acteristic peculiarities of the giant-cell tumor. The 
rapidity of sedimentation of the red blood cells is 
most marked in the malignant forms. 

Eighteen of the author’s seventy-seven patients 
were treated conservatively. Of these, three were 
alive from twelve to twenty-seven years later. In 
the cases of two of the latter, the diagnosis was 
proved by histological examination. In the cases of 
eighteen other patients the treatment consisted of 
local curetting. One of these patients, who had a 
giant-cell tumor, could not be traced at the time of 
this study, seven died later of sarcoma, and three 
were still living from four to twenty-two years after 
the operation. In the cases of seven patients a more 
radical operation was done later. In the cases of 
twenty-five patients, including seven with a giant- 
cell tumor, resection was done and accompanied 
by transplantation of bone from the fibula or the 
crest of the ilium. Sixteen of these patients were 
alive and free from recurrence from four to twenty 
years later, two died of fat embolism at the time 
of operation, and six died from their sarcoma from 
three to fifteen months after the operation. In 
the cases of only four of the sixteen patients who 
survived were the functional results rendered un- 
satisfactory by fracture or resorption of the trans- 
plant. In the cases of twenty-three patients the 
neoplasm was removed en masse within its bony 
capsule. Among these were three patients with giant- 
cell tumors who remained free from recurrence. 
Eleven patients succumbed to their disease after 
from three months to four and a quarter years. 
Four could not be traced. Five have remained well 
for from three to eighteen years. 

The conservative radical operation has a higher 
primary mortality than operations of the mutilating 
type, but gives better end-results. 

A careful study was made of the relation of 
trauma to sarcoma. A history of trauma was given 
in thirty-one of the seventy-seven cases reviewed. 
However, only twenty-three of these are discussed 
as four were cases of giant-cell tumor and in four the 
neoplasm was not a sarcoma. Of the twenty-three 
cases of true sarcoma, the trauma agreed in time and 
location with the appearance of the tumor in only 
nine. Trauma does not cause sarcoma directly, but 
produces conditions resembling sarcoma such as 
ossifying periostitis, myositis ossificans, or osteitis 
fibrosa. The author cites four cases of this type which 
he treated and ten which he examined from the 
standpoint of compensation claims. In the differential 
diagnosis it is important to look for signs of bone 
destruction since if such signs are absent the con- 
dition is not sarcoma. If this precaution had been 
taken in two cases cited, needless resections would 
have been avoided. The author reviews also twelve 
cases of sarcoma ‘‘following trauma” which are 
recorded by the Swedish Reichsversicherungsamt. 
Compensation was granted in six. 


In general the author is very skeptical regarding 
the traumatic origin of tumors. He believes that if 
trauma were an important factor the numerous in- 
juries of the great war would have resulted in more 
cases of tumor formation. The assertion that 
trauma cannot be ruled out as a cause in an indi- 
vidual case is not tantamount to saying that trauma 
is a probable cause. 

In conclusion the author again emphasizes the 
three factors which, are necessary to prove a rela- 
tionship of trauma to sarcoma: (1) a localized 
trauma to the bone involved by the sarcoma, (2) 
immediate local symptoms, and (3) a period of time 
between the occurrence of the trauma and the 
appearance of the tumor which is not too short or 
too long. Max Buppe (Z). 


Brizio, G. V., and Torreri, T.: A Clinical and 
Roentgen Study of Cases of Gonorrheal 
Arthritis (Considerazioni clinico-radiologische su 
alcuni casi di osteoartriti blenorrhagische). Policlin., 
Rome, 1931, Xxxvili, sez. med. 194. 


The joints are involved in from 3 to 5 per cent of 
cases of gonorrhoea. Predisposing causes of joint in- 
volvement are constitutional factors, pluriglandular 
insufficiency, and long-continued and exhausting 
diseases such as syphilis and tuberculosis. In a con- 
siderable number of cases there is a history of acute 
articular rheumatism, a condition which the authors 
believe favors the development of gonorrhceal 
arthritis. The joint lesions may appear within three 
or four weeks after the infection or not until after 
a period of years. The literature reports a case in 
which it did not develop until thirty-two years after 
the primary infection and several cases in which it 
developed within two or three days. 

The lesions vary from a simple hyperemia of the 
synovial membrane to destructive lesions of the 
osteomyelitic type. In the form associated with ef- 
fusion, bone signs are at first lacking. Particularly 
in the serious forms in which ankylosis results 
quickly from destruction of the cartilage, nothing 
but a decrease in the width of the interarticular line 
may be noted. In other cases the joint line may be 
widened by the increased tension of the intra- 
articular fluid. A little later there is diffuse osteo- 
porosis with greater transparency of the joint, 
blurring of the outlines of the bones, and acute 
decalcification as in any acute inflammation. This 
atrophy of the bone may precede destruction of the 
bone or develop later. An attenuated form of the 
subacute type is sometimes seen in which the bone 
appears to be made up of round cells the size of pin- 
heads with a clearer middle part. These vacuoles 
along the edge of the bone are arranged regularly 
like a string of semi-transparent beads. They are 
seen much more frequently in the chronic than 
in the acute form. Other cases show the picture of 
periostitis presenting small lamella parallel with the 
borders of the bone and rarefaction of the bone. A 
third group shows atrophy or rarefaction with 
cavities. 
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Various stages in the process have been described 
—diffuse osteoporosis in the acute stage followed 
first by the bead-like appearance and later by im- 
perfect calcification and the formation of bone 
lamella, hyperostosis, exostoses, pathological luxa- 
tions, flattening, and synostosis. Common, though 
not pathognomonic, characteristics of gonorrhceal 
joint disease are early blurring of the outlines of the 
epiphyses and a clear and spongy appearance due to 
decalcification. The latter is one of the chief find- 
ings differentiating the condition from tuberculosis, 
in which the foci of decalcification are scattered 
irregularly, and from syphilis, in which, when the 
diaphyses are not affected, constructive processes 
predominate over destructive processes. 

In reporting seven cases of gonorrhceal arthritis, 
the authors emphasize the great variety of the 
lesions and the fact that a definite diagnosis cannot 
be made from roentgenograms. 

Aubrey G. Morcan. M.D. 


Burbank, R., and Christensen, B. E.: Specific 
Vaccine Treatment of 1,000 Cases of Chronic 
Arthritis, with Results and Clinical Observa- 
tions. J. Bone & Joint Surg., 1931, xiii, 246. 

This report is based on 1,016 cases of chronic 
arthritis, in 726 of which the condition had been 
present for a period of two years or longer. Tuber- 
culous, gonorrhoeal, and luetic arthritis are not 
considered. 

The authors are of the opinion that chronic 
arthritis is due almost invariably to the strepto- 
coccus, but that in some cases amoeba and the 
typhoid bacillus may play a part through their 
injury of the wall of the intestines. They believe 
that in most arthritics there must be a marked 
susceptibility to streptococcal infection or recovery 
would result without residual involvement of the 
joints. 

During the chronic progressive stage of the dis- 
ease an active joint may be the site of absorption 
and dissemination of the organisms. In every case, 
streptococci are present in the colon. 

Joint enlargement due to circulatory inefficiency 
is practically painless and causes relatively little 
limitation of mobility. Pain is caused by an in- 
flammatory process rather than bony overgrowth. 

In the authors’ cases of chronic arthritis the com- 
plete history is taken, the joints are examined, and 
a thorough search is made for foci of infection. 
Cultures are obtained routinely from the teeth, 
gums, throat, upper nares, and the stools and from 
any other suspected focus. At the same time from 
6 to 8 c. cm. of blood are taken and used for com- 
plement fixations with about 30 strains of strepto- 
cocci obtained, when possible, from proved foci of 
infection in arthritic patients. This obviates the 
scarifications necessary in the skin test and makes 
it possible to gauge the amount of complement re- 
quired by titration. 

The diet is then regulated. Sweets and pure 
starches are restricted as they seem to favor the 
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growth of intestinal streptococci. As a rule meat js 
also restricted to some extent. As it is desirable to 
prevent the extraction of calcium, fruits and vege- 
tables containing oxalic acid are eliminated from the 
diet despite the fact that most of them contain 
vitamins. As a rule an attempt is made to implant 
the bacillus acidophilus. Orthopedic treatment is 
advised, and physical therapy is used if it gives relief. 
The autogenous vaccine is given once a week by 
intramuscular injection. In toxic cases an initial 
dose of 5,000 organisms is given. If a reaction {o] 
lows, the dose is cut down to 500 organisms. In the 
less toxic cases from 50,000 to 500,000 organisms are 
given in the first injection. As the complement 
fixations are negative after successful treatment. the 
authors believe the vaccine is specific. 

The vaccine injections are continued at intervals 
of a week until the patient is practically free from 
symptoms. The intervals are then gradually length- 
ened as much as possible. Marked improvement is 
seldom apparent until after from 4 to 6 injections 
have been given. 

The article contains tables showing the results 
in severe, moderately severe, and mild cases in 
relation to various foci of infection, the clinical and 
serological classification of the causative organisms, 
the ages of the patients, and the duration and 
severity of the disease. 

Seven and five-tenths of the patients were in a 
worse condition after the treatment or were not 
benefited by it, 10.7 per cent were slightly benetited, 
8.5 per cent were moderately benefited, 56.6 per 
cent were very markedly benefited, and 16.7 were 
entirely relieved of their symptoms. 

In 465 cases the tonsils had been removed when 
the patient was first seen, but in spite of the large 
number of tonsillectomies, 521 patients had deiinite 
throat infection. The authors believe that removal 
of the tonsils should rarely be done in active cases 
of arthritis until a series of vaccine injections have 
been given to prevent an exacerbation following the 
tonsillectomy. Two weeks after the operation the 
injections should be resumed. 

As a rule an infected tooth may be removed at 
any time because tooth extraction is a comparatively 
simple procedure. 

All possible methods should be used to increase 
the patient’s strength. Arthritis is a systemic 
disease, but can be relieved and controlled more 
completely than most chronic conditions. 

Rosert V. Funston, M.1) 


Alajouanine, T., and Gopcevitch, M.: The Semei- 
ology of Muscular Hypotonia. The Syndrome 
of Static Hypotonia (Sur la sémiologie de |’h) po 
tonie musculaire. Les syndromes d’hypotonic sta 
tique). Presse méd., Par., 1931, Xxxix, 562. 


Muscular hypotonia is a symptom of varying im- 
portance frequently observed in the course of <(is- 
turbances of the nervous system. To find the signs 
of hypotonia during rest the patient is examine: in 


dorsal decubitus or the sitting position. Informa- 
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tion is furnished by morphological changes in the 
muscular masses, changes in the consistency of the 
muscles, and changes in the reflex muscular resist- 
ance revealed by passive mobilization. The sign 
most often sought is passive shaking of the distal 
segment of a limb, hand, or foot. 

Foix and Thévenard have published clinical stud- 
ies of muscular action in static hypotonia. Their 
findings demonstrate that the study of static hypo- 
tonia must include, on the one hand, the tonus 
of attitude and, on the other hand, the reflex of 
attitude showing the muscular synergies of equili- 
bration. A study of the muscular synergies of 
equilibration must include spontaneous equilibration 
and provoked disequilibrium. The latter is tested by 
a push against the sternum, a push causing the 
subject to move a foot, voluntary lateral flexion of 
the trunk, and the squatting position. 

In sciatic neuralgia and neuritis, hypotonia is evi- 
dent in the region of the affected nerve. In sciatic 
neuralgia, hypotonia is of particular importance as 
it is the only objective sign. In certain rebellious 
neuralgias of long standing as well as in neuritic or 
radicular attacks of the sciatic more marked changes 
of attitude may be observed. Very often there is a 
scoliosis with its convexity toward the affected side. 
This is Brissaud’s crossed sciatic scoliosis. 

Unilateral hypotonia is observed also in the course 
of certain cerebellar syndromes. In subjects pre- 
senting a peripheral vestibular syndrome with 
changes in the instrumental vestibular reactions 
slight or marked hypotonia may be found. In cer- 
tain vestibular syndromes apparently due to a cen- 
tral disturbance of the vestibular apparatus there is 
static hypotonia. Pyramidal lesions are accom- 
panied by hypotonia. 

Usually in the ciearest cases, such as those of 
tabes, both quadriceps muscles are permanently con- 
tracted and the patella are fixed. As a rule the in- 
tensity of the contraction is more marked on the less 
hypotonic side. This is true in the ankle and the 
muscles of the posterior side. In some cases, however, 
the muscles of the posterior surface of the thigh on 
the more hypotonic side may appear abnormally 
contracted. This abnormal tonicity seems to be ex- 
plained by the associated genu recurvatum. When 
the hypotonia is accompanied by disturbances of 
deep sensibility the equilibrium is disturbed. 

Whenever there is hypotonia the equilibrium of 
segmental suspension is changed and a syndrome of 
static hypotonia results. In unilateral hypotonia 
the lower limb of the hypotonic side presents a di- 
minished tonic function. This results in an involun- 
tary haunched attitude which decreases equilibra- 
tion activity. In bilateral hypotonia, in which the 
condition is usually more marked on one side than 
on the other, there is usually, in addition to the 
haunched attitude, a contraction of both quadriceps, 
which seems to correspond to a change in the atti- 
tude of the vertebral column (lumbar lordosis) and 
the resulting change in the attitude of the pelvis. 

PACE 
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King, E. S. J.: Concerning the Pathology of Tu- 
mors of Tendon Sheaths. Brii. J. Surg., 1931, 
XViil, 594. 

Tendon-sheath tumors are insidious in their onset. 
They seldom cause pain. The most constant sign 
is a swelling in the region of a tendon, most fre- 
quently in the hand. This may reach the size of a 
small orange before treatment is sought. It may be 
localized or extend along the tendon. As a rule the 
tumor grows slowly. Trauma is an important 
factor. Tendon-sheath tumors are usually round 
and frequently are lobulated. They have a smooth 
surface. If they occur in a joint or invade it, they 
may cause a disturbance of function. The majority 
are benign, but a few are malignant. When the 
skin is involved by the tumor it becomes bluish and 
finally breaks down and fungates. Tendon-sheath 
tumors are reddish-yellow, yellow, or gray. They 
may involve the tendon sheath for a considerable 
portion of its length on one aspect or may completely 
surround the tendon. Sometimes they are attached 
to the tendon sheath by a narrow pedicle. 

Their consistency varies with their nature, a very 
cellular growth being soft and a growth with an 
admixture of fibrous tissue being firmer. Sometimes 
they are of a fatty character. 

Angiomata and lymphangio-endotheliomata have 
been reported. 

Microscopic examination shows that the benign 
tumors consist of spindle and spheroidal cells in 
variable proportions. In some of the neoplasms— 
xanthomata and giant-cell tumors—there are foam 
cells. Giant cells of the foreign body type may be 
present in considerable numbers. Bone, cartilage, 
and mucoid connective tissue may be found in some 
of the tumors. Throughout all of them definite 
spaces occur among the cells. In the malignant 
types the cell structure is more irregular and em- 
bryonic. 

In discussing the normal histology of the synovial 
membrane the author states that this membrane 
consists of a specialized free connective tissue 
surface. The cells are of a modified connective 
tissue type. Key has pointed out that the cells are 
of the same form in all parts of the joint, but that 
the underlying tissue is different in different portions, 
being areolar, fibrous, or adipose. The villi which 
occur in tumors are usually much more cellular 
than other portions and are very vascular. They 
correspond in structure to the portion of tissue 
from which they arise. Near the cartilaginous 
border the synovial cells show a gradual transition 
through pseudocartilage to true cartilage. 

As the tumors under discussion arise from the 
sheaths of tendons, a knowledge of the normal 
histology of the tendon sheaths is essential. Not 
much is known regarding the structure of the tendon 
sheaths except that it is similar to that of the lining 
of joints and burse. The specialized cells of the 
synovial membrane form a surface for the tissue 
surrounding the synovial space. In a similar man- 
ner, the cells of the tumor form the lining spaces 
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which occur throughout the growth. This is a charac- 
teristic of tendon-sheath tumors which has been 
overlooked. The spindle and spheroidal cells of the 
tumor merge with each other and apparently 
proliferate with the formation of spaces which are 
comparable to synovial cavities. 

The author suggests calling tumors developing in 
tendon sheaths “tenosynoviomata” and classifying 
them as follows: 

1. Benign: (1) fibrous, (2) cartilaginous, (3) fatty 
(4) vascular, (5) osseous, and (6) mixed. 

2. Malignant. 

The relationship of tendon-sheath tumors to 
ganglia is another problem. Both of these formations 
occur in identical areas and it appears that a ganglion 
may arise as a tumor which has undergone mucoid 
degeneration. 

Definite inflammatory conditions, such as teno- 
synovitis, are not discussed in this article. Dunn has 
suggested that doubtful tumors are on the borderline 
between inflammation and new growth. 

RoBert C. LoNeRGAN, M.D. 


Satanowsky, S.: General Considerations Based on 
Forty Cases of Scoliosis (Consideraciones gen- 
erales sobre 40 casos de escoliosis). Semana méd., 
1931, XXXVIll, 197, 305, 353. 

This article is based on forty cases of scoliosis 
seen by the author since 1923. In some of the cases 
the course of the condition was followed during the 
seven-year period. 

True scoliosis is the result of a pathological altera- 
tion of the spinal column. It never occurs in a 
normal spine. As the anatomical arrangement of the 
normal spine is the same as that observed in certain 
types of scoliosis, scoliosis has been considered by 
some as an exaggeration of the normal condition. 
Confusion of true scoliosis with a posture assumed 
by certain children, a functional scoliosis, has led to 
incorrect statistics. 

In a rather detailed discussion of the symptoms 
and diagnosis of the congenital and acquired types 
of scoliosis, the author emphasizes the importance 
of a thorough general examination and roentgen 
examination. He says that the spine should be 
roentgenographed from various positions and from 
the same positions at various times during the 
treatment. The roentgenogram will reveal numer- 
ical variations and congenital and acquired de- 
formities of the vertebrae and ribs and destructive 
lesions of the vertebral bodies. Scoliosis is not 
usually detected in its incipiency, but is now 
diagnosed much earlier than formerly. 

The causes of scoliosis may be divided into two 
groups: (1) changes in skeletal resistance, and (2) 
changes in equilibrium due to alterations in the 
soft parts or the skeleton. Among those of the first 
group are rickets and osteomalacia. Those of the 
second group include flaccid and spastic paralysis of 
the trunk and extremities, retraction of half of the 
thorax due to purulent pleurisy, and changes of 
equilibrium produced by a congenital or acquired 


change in the vertebrae, the pelvis, or the lower 
extremities. 

The author discusses the various theories regard- 
ing the etiology of scoliosis which have been re 
corded in the literature. The vertebral epiphysitis 
described by Sorrel and Delahaye was not found in 
any of his cases of adolescent scoliosis, but was 
present in a case of kyphoscoliosis. With regard to 
the theory that rickets is the cause of all cases of 
scoliosis, Satanowsky says that a rachitic deformity 
of one or several vertebre could hardly pass un 
observed during a number of years and then become 
apparent in adolescence. In his twenty-two cases 
of essential scoliosis he found no indications of 
infantile rickets nor of any type of glandular 
insufficiency. Jansen has summarized the causes of 
rickets as: (1) undernutrition, (2) intoxications, and 
(3) the harmful influence of poor living conditions. 
To these, Satanowsky adds chronic infections. Ile 
believes that these factors favor scoliosis as well as 
rickets. Paralysis of the muscles of the trunk and 
extremities may cause scoliosis by producing 
disbalance of the spine. In three cases seen by the 
author there was palsy of the brachial plexus of 
obstetrical origin. With regard to essential scoliosis 
it is generally agreed that the primary condition is a 
lesion of the bone which is acted upon by other 
factors such as muscular contraction and vicious 
attitude. 

The author divides the evolution of scoliosis into 
three stages: (1) the beginning of the deforming 
process, (2) further progress of the deforming 
process with the appearance of deformity, and 
(3) arrest of the deforming process after develop 
ment of the deformity. In the first stage, bone 
lesions must be present. There is roentgenographic 
evidence, but no anatomical evidence of changes in 
the form of the intervertebral disks. In the second 
stage there are morphological changes in the 
vertebre corresponding to the new conditions of 
balance. The final deformity is evidenced by a 
more or less marked deviation of the spine with a 
corresponding effect on the thoracic cage. Except 
in the rachitic type, there is seldom any accompan\ 
ing deformity of the pelvis. In congenital scoliosis 
the malformations most frequently observed «are 
one or two hemivertebre. These may be due to 
aplasia of a vertebral body or the formation of a 
supernumerary vertebra. When the scoliosis i 
manifested late, as in many of the author’s cases. 
the presence of a fifth asymmetrical lumbar vertebra 
does not prove that the condition has been present 
since birth. The author has had seven cases showing 
this asymmetry. In one, there was a severe rachitic 
scoliosis with a generalized vertebral deformits 
which began at the age of five years. In two, a 
lumbar scoliosis began at the ages of ten ani 
fourteen years respectively. In four, there was a 
typical essential scoliosis beginning late. 

With regard to the pathogenesis of the vertebral 
deviations in scoliosis, the author accepts the find 
ings of Menard and Guibal, Schulthess, Schanz, and 
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Monod and Lovett. Because of the changes in the 
structure of the vertebre which are observed in 
certain cases of rachitic and essential scoliosis, and 
because of the deformities produced by mechanical 
alterations, he believes it logical to assume that the 
deviation is the result of muscular weakness at the 
level of the affected vertebral segment which is pro- 
duced in the same way as the muscular contractures 
and atrophies in osteo-articular inflammatory pro- 
cesses. 

The prognosis of the scoliotic attitude and of 
static scoliosis is favorable. However, the scoliotic 
attitude may evolve into true scoliosis. The prog- 
nosis with regard to the results obtainable by treat- 
ment varies according to the degree and cause of the 
deformity. 

The treatment indicated depends upon the cause. 
If, as the author maintains, essential scoliosis is due 
to abnormal malleability of the vertebre and the 
muscular insufficiency is secondary, the objects of 
treatment should be: (1) to prevent fatigue and the 
deforming action of muscular contraction, and (2) 
to remove the cause, if possible, or, if this is im- 
possible, to strengthen the organism by the use of 
chemical or physical agents having an elective 
action on the bony system. For the prevention of 
fatigue, prolonged rest in bed is indicated, but the 
continued extension which is advised by Gautier 
seems unnecessary. To strengthen the muscular 
system, the author recommends general massage of 
short duration. During the period in which the 
deforming process predominates, exercises are con- 
tra-indicated. 

When a case of incipient scoliosis shows a tendency 
toward exacerbation in spite of well-planned treat- 
ment, the patient should be subjected to continued 
extension on an inclined plane for several months. 
At the end of that time he may be permitted to get 
up for gradually increasing periods of time, be- 
ginning with a few hours a day. When scoliosis is 
treated during the incipient period, recovery often 
occurs without deformity, but the majority of cases 
are not seen until the second or third stage of the 
condition. When the patient is first seen with the 
deformity established and partially reducible after 
the deforming stage of the disease has passed, the 
treatment should be directed toward modifying the 
deformity and preventing its progression. In this 
stage, progression of the deformity may occur in- 
dependently of the deforming process as the result 
of mechanical changes in the growth of the verte- 
bre. The muscular disbalance may be modified 
by active exercise with or without apparatus and 
by passive movements and mechanotherapy. Of the 
asymmetrical corrective movements, the author 
recommends especially those described by Roederer 
and Klapp. Some patients regain muscular equilib- 
rlum in a short time. Exercises cannot correct a 
vertebral deviation; their only object is to strengthen 
the muscular system. 

For the reduction of the vertebral rotation and 
the costal gibbus, passive mobilization has proved 
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ineffective. The immediate results of straightening 
the spine and immobilizing the patient in plaster 
were encouraging, but a recurrence soon developed. 
Abbott’s method accomplishes correction, but was 
responsible for a fatal outcome in cases reported by 
the author. However, the principles on which this 
method is based may be applied to scoliosis of the 
first and second grades by more exact and less 
violent methods. The author has used the Estor 
method for all patients with scoliosis of the second 
grade. In the two cases in which the treatment was 
continued for several years, the wsthetic and func- 
tional results were entirely satisfactory. In all of 
the cases appreciable improvement was obtained; 
the gibbus became less pronounced or disappeared, 
the shoulders became level, and the axis of the 
thorax resumed its median position. Satanowsky 
has not used Haglund’s procedure, but believes it is 
indicated in lumbar scoliosis with a single curve. In 
this condition he has found Volkman’s inclined 
chair of value. 

In fixed scoliosis, which cannot be reduced by the 
procedures described, surgical treatment has been 
tried. The objection to operations on the muscles 
and tendons is that after removal of the cast immo- 
bilizing the portion operated upon the deviation 
may recur because of lack of support of the spine. 
Frey’s procedure—resection of ribs on both sides 
—is objectionable because it deprives the dorsal 
column of its only support. The author condemns 
also operations intended to utilize the corrective 
strength of the spine by acting directly or in- 
directly on the vertebral bodies. 

To arrest the progress of a deformity which is not 
susceptible to improvement by conservative means 
and to prevent exacerbation in progressive or 
paralytic scoliosis, the Albee and Hibbs procedures 
have been proposed. These operations have only 
limited indications in essential scoliosis. 

A number of types of corsets have been suggested 
for the correction of scoliosis, but corsets are not 
effective and may cause atrophy of the dorsal 
muscles. 

Congenital scoliosis should be treated by cor- 
rective measures similar to those used in essential 
scoliosis of the first and second grades. Rachitic 
scoliosis requires special treatment in the first and 
second stages. Patients with scoliosis of this type 
should remain in a plaster cast in hyperlordosis or 
the ventral position (preferably the latter) until the 
rickets is cured. When the deformity is already 
established, fatigue, exercises, and straightening 
procedures should be avoided, the patient should be 
subjected to prolonged continuous extension on an 
inclined plane, and massage and general anti- 
rachitic treatment should be given. During con- 
valescence a corset should be applied. 

In paralytic scoliosis, grave deformities may be 
prevented by the use of a corset, but if no hope can 
be held out for regeneration of the paralyzed muscles 
after massage and re-education, surgical treatment 
is justified. MARGUERITE P. SLOAN. 
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Mouchet, A., and Roederer, C.: Spondylolisthesis 
(Le spondylolisthésis). Presse méd., Par., 1931, 
XXXix, 569. 

Spondylolisthesis is the slipping forward of the 
fifth lumbar vertebra on the body of the first sacral 
vertebra. It occurs most frequently between the 
twentieth and twenty-fifth years of age and is more 
common in females than in males. In the typical 
case, lordosis, sometimes so marked that the floating 
ribs are in contact with the iliac crest, has been 
present since an early age. The premonitory signs of 
spondylolisthesis are a change of attitude and vague 
pains in the lumbar region. The signs of established 
spondylolisthesis are a low lordosis, shortness of the 
trunk which tends to telescope into the pelvis, a pe- 
culiar gait, stiffness, serious nervous disturbances (re- 
sistant neuralgias), and sometimes a scoliosis and 
deformity of the pelvis. The slipping of the body 
of the fifth lumbar vertebra onto the first sacral 
can be seen in a lateral roentgenogram. 

The pain makes certain positions, especially sit- 
ting, insupportable. It is often relieved by the 
recumbent position with the thighs flexed on the 
abdomen and the upper part of the back raised by 
a pillow. Pressure on the spinous process of the 
fifth lumbar vertebra is often painful, but the pain 
so produced is less severe than that caused by pres- 
sure on the lateral processes. Shocks, coughing, and 
sneezing do not cause pain as they do in Pott’s 
disease. When the patient is suffering, contractures 
develop which result in pain in the lumbar region. 
The pains are usually localized more definitely in 
the lumbosacral region than those caused by other 
conditions in the same region. The relatively local 
character of the pain, the absence of muscular 
atrophy, the trophic disturbances, the change in the 
reflexes, and the rarity of distant referred pains show 
that the condition is not due to nerve compression at 
the vertebral foramina. In the authors’ opinion, the 
principal cause of the pain is articular. As the result 
of distention of the capsules or ligaments, phenomena 
of arthritis are probably produced in the fourth and 
fifth articulations and the arthritis causes reflex 
antalgic contractures of the muscles that pull on 
the ligaments. In this way a vicious circle is es- 
tablished, which is broken only by prolonged rest. 

Two roentgenograms should be made of the fifth 
lumbar vertebra—one with the subject in the nat- 
ural recumbent position, and one with the subject 
in the special position with the pelvis raised. In 
the early stages the difference in height of the fifth 
lumbar vertebra as seen from in front may attract 
attention. The space between the fifth lumbar and 
the first sacral vertebra has completely disappeared 
and the point of the spinous process of the fifth 
lumbar seems to be slightly raised. The transverse 
processes may appear longer and flatter than normal. 
In the lateral view the overhang of the fifth lumbar 
vertebra is more or less clear. The sacrum may 
be normal, narrow, tapering, flat, or arched. 

When spondylolisthesis is more marked, the fifth 
lumbar vertebra as seen from in front is not so 





high as the neighboring vertebre and its lower edge 
forms a line concentric to the upper edge, which jt 
follows more or less closely. Between the two lines 
the upper edge of the sacrum is seen. The erection 
of the spinous process of the fifth lumbar vertebra 
is more marked. In the lateral view it is common to 
see a sort of shelf coming from the superior region 
of the first sacral vertebra, which acts as a support 
for the fifth vertebra. The cause of this osteophytic 
formation is a periosteal reaction around the com- 
mon vertebral ligament. 

When the spondylolisthesis is very marked, the 
anterior view no longer shows the anterior surface of 
the vertebra, but discloses its upper surface. A 
transverse line cutting the foramen into two unequal 
parts is the base of the sacrum. 

Slight slipping of the body of the fifth lumbar 
vertebra onto the sacrum is common. The fifth ]um- 
bar vertebra is so frequently abnormal that its 
normal position is not exactly known. There are 
many states of prespondylolisthesis and spondylo- 
listhesis which remain for a long time in the quies- 
cent state. 

In discussing the mechanism of spondylolisthesis, 
the authors state that the condition is due to: (1) 
slipping or unhooking of the fifth lumbar vertebra 
or (2) elongation of its middle portion. The elonga- 
tion is due to a congenital anomaly. 

None of the treatments proposed for fully de- 
veloped spondylolisthesis is satisfactory. If the con- 
dition is recognized in the primary stage, rest in 
dorsal decubitus or bolting of the spinous processes 
by an Albee graft may prevent the slipping of the 
lumbar vertebra in front of the sacrum. Pace. 


Suermont: The Treatment of Coccygodynia | Lic 
Behandlung der Coccygodynie). 55 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1931. 

The coccygeal pain discussed by the author occurs 
almost exclusively in women. It is an extremely 
severe neuralgia of the nerve plexus which winds 
about on each side of the coccyx. It may be caused 
by pathological processes in the coccyx, such as 
fractures, dislocations, and osteomyelitis, but in some 
cases it apparently occurs spontaneously. All in 
ternal remedies fail. Some neurologists regard the 
condition as a kind of vaginismus and accordingly 
recommend psychoanalysis. This may help in some 
cases. By others, resection of the coccyx is advised 
This is done best under local anesthesia and 
through a transverse incision. The author has re 
lieved the pain by epidural injections of novocain. 
He has treated ten cases in this manner—tive of 
traumatic origin and five in which the condition 
was idiopathic. Forty cubic centimeters of a 1 per 
cent solution of novocain were injected into the 
sacral canal. Except for transitory dizziness and 
slight paresis of brief duration, there were no com 
plications. The procedure can be carried out as 
ambulatory treatment, but the patient should lic 
down for a few hours after the injection. In some 
cases one injection was sufficient, but in 3 per cent 
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a number were necessary (up to twelve in cases of 
long standing). The effect is explained by the de- 
generative influence of the novocain on the nerves, 
which has been noted also after endoneural in- 
jections. 

In the discussion of this report, ERB stated that, 
in Laewen’s clinic also, coccygodynia is treated by 
the induction of sacral anesthesia and is frequently 
so treated in the ambulatory clinic. In two indis- 
putable cases treated in the Koenigsberg surgical 
polyclinic in the last few years, Erb was able to 
confirm Suermont’s observations with regard to the 
effectiveness of epidural injections on coccygodynia 
of traumatic origin. He stated that sometimes from 
four to six injections are necessary. According to 
Laewen, 30 c.cm. of a 1 per cent tutocain solution 
should be injected. It is probable that the injection 
induces a hyperemia. 

ALEXANDER reported that massage, particularly 
vibration massage, carried out from the rectum or 
vagina is frequently beneficial, even in severe coc- 
cygodynia. He stated also that a thorough vaginal 
examination and careful palpation will often reveal 
a hematoma, which is of great importance in the 
determination of accident compensation. 

STETTINER (Z). 


SURGERY OF THE BONES, JOINTS, 
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Campbell, W. C.: The Physiology of Arthroplasty. 
J. Bone & Joint Surg., 1931, xiii, 223. 

Campbell states that experiments on animals are 
of only slight value in solving the problems of ar- 
throplasty. 

In joints in which satisfactory function has been 
secured by arthroplasty the external contour is 
changed. Active motion is usually commensurate 
with passive motion. In some joints there may be 
slight motion in an abnormal direction. In joints 
which do not bear weight, normal motion is not 
unusual, whereas in weight-bearing joints the most 
satisfactory result is only about 60 per cent of 
normal motion. 

Four cases of spontaneous arthroplasty in which a 
part or all of the normal motion of the joint was re- 
covered are cited by the author. Sections made at 
operation in some of them disclosed a superficial 
laver of dense fibrous connective tissue and beneath 
this a layer of fibrocartilage. The cartilage showed 
definite degenerative changes. The cancellous bone 
beneath the cartilage was normal. 

The author reports his findings in 6 joints which 
were incised after an arthroplasty that had resulted 
in a practical range of motion. In a case in which the 
second operation was done because of instability 
seventeen months after the arthroplasty there was 
a definite joint cavity about two-thirds the normal 
size which was covered by a fibrous membrane. In 
all of the cases the membrane was thin and a layer 
ot cartilage was apparently present at the points of 
greatest pressure. Microscopic examination showed 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 267 


the articular surface to be covered, except in cer- 
tain areas, by a dense fibrous tissue. The fibrous 
layer was continuous with the underlying stratum. 
The latter was about 3 times as thick as the fibrous 
layer and closely resembled fibrocartilaginous tissue. 
Beneath it there was cancellous bone. On high 
magnification, the superficial layer was found to 
be composed of dense fibrous connective tissue 
with flat nuclei. This tissue merged with the car- 
tilaginous layer beneath. There was no true carti- 
lage matrix. Sections from the capsule demon- 
strated only fibrous tissue. 

Much information can be obtained from successive 
roentgenograms after arthroplasty. The author 
has studied about 200 roentgenograms made after 
intervals ranging from one to ten years. The find- 
ings varied according to the function of the joint. 
In the majority of the joints the articular surfaces 
were smooth. In a small number of knees there was 
a punched-out area on the lateral aspect of the 
articular surfaces of the femur which corresponded 
to the normal external condyle. Successive roent- 
genograms demonstrated that compression of the 
articular surfaces was due to functional use before 
the structure of the bone had been sutliciently 
restored. 

Pronounced bone proliferation evidenced by an 
outgrowth from the articular margins was present 
in approximately 40 per cent of the joints. This 
reaction depends entirely on the extent and the 
degree of involvement of the bone by a pyogenic 
process. In cases in which the infection was con- 
fined to the joint and the structures of the bone had 
remained normal there was no reaction. 

On incision into the joint the skin and the super- 
ficial and deep fascia are found normal. At the end 
of a year the joint capsule may be much thicker than 
normal. The fluid probably arises from connective 
tissue spaces of the articular surfaces. The space 
between the articular surfaces is usually less than 
normal in the weight-bearing joint and approxi- 
mately normal in joints which do not bear weight. 

The stamina of the contour of the articular sur 
faces, as shown by the gross irregularities observed 
in the roentgenogram, is determined by the cir 
culation which controls normal bone repair. The 
articular extremities being free, the blood supply is 
derived solely from the attachment of the adjacent 
soft structures. The gross irregularities are not 
always incompatible with excellent function. The 
tissue structure of a joint restored by arthroplasty. 
as demonstrated by microscopic examination, is 
almost identical with that of a joint which has 
undergone spontaneous arthroplasty, destruction by 
a pathological process, or pseudarthrosis. In such 
joints there are 3 more or less well-defined strata—a 
dense fibrous layer, a layer of atypical cartilage, and 
the supporting bone. 

In the author’s method of arthroplasty, a double 
layer of fascia lata is interposed between the articular 
surfaces, the primitive embryological joint being 
thus reproduced as nearly as possible. As a dense 
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fibrous investment is formed in spontaneous arthro- 
plasties and pseudarthrosis, in which no tissue is 
interposed, the rdle of the fascia lata is not known. 
Whether the fascia lata lives and acts as a permanent 
investing membrane or as a scaffold or, as Baer 
suggests, becomes encysted as a foreign body, is a 
question to be answered by the physiologist and 
histologist. However, experience has proved that it 
possesses a definite action conducive to the devel- 
opment of a joint. 

The general principles of arthroplasty are: 
(1) plastic adjustment of the soft tissues, (2) recon- 
struction of the bones, and (3) the interposition of 
some material between the articular surfaces. 

Rosert V. Funston, M.D. 


Kornev, P.: The Importance of Conservative Re- 
sections in the Treatment of Tuberculous 
Affections of the Knee and Their Sequelz 
(Bedeutung der sparsamen Resektionen in der 
Behandlung der tuberculosen Kniegelenkaffektionen 
und deren Folgezustaenden). Vesinik. Chir., 1930, 
lvi/lvii, 265. 

In the course of eight years 200 cases of tubercu- 
losis of the knee joint have been treated in the 
author’s clinic. By conservative treatment alone it 
was possible to obtain a lasting true cure with 
restoration of function only rarely. After apparent 
healing and the resumption of heavy labor in cases 
so treated there was usually a recurrence which, as 
a rule, ran an unfavorable course. The author is 
now of the opinion that the treatment should be a 
combination of conservative and operative pro- 
cedures. When possible, conservative procedures 


should be used in the active stage of the disease. 
If they arrest the disease process and there is normal 
configuration of the joint with good mobility, 


operative treatment will not be necessary. As a 
rule, however, there remains a painful rigidity with 
a certain amount of subluxation that can be relieved 
only by operation. In such cases, in which the pro- 
cess has become quiescent, extensive resections are 
not necessary. On the basis of 60 cases in which 
he performed a conservative resection the author 
recommends the following technique: 

Textor’s curved incision is made, the patellar 
ligament is resected without opening the joint, and 
the patella is sawed through in the frontal plane. 
The anterior normal portion of the patella is then 
turned upward with the patellar ligament and the 
tendon of the quadriceps. The upper recess, in- 
cluding its posterior wall, is curetted as far as 
the joint cartilage, and the distal, tuberculous half 
of the epiphysis is sawed off in a curved direction 
with the convexity downward, care being taken not 
to injure the epiphyseal cartilage of the femur. The 
posterior recess is then curetted and the proximal 
half of the tibial epiphysis above the epiphyseal 
cartilage is removed with the saw. In this way the 
entire diseased joint is extirpated entirely or largely 
extracapsularly and the curved sawed surfaces of 
the femur and tibia may be brought together with 
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correction of the subluxation. The preserved ay 
terior half of the patella is fastened to the epiphysis 
of the tibia so that adhesion between the tibia and 
femur is favored and subsequent bowing is pre 
vented. A plaster dressing is then applied and left 
on for six weeks. Attempts at walking are allowed 
after eight weeks, and a splint is worn for from one 
to one and a half years. During the time the splint 
is worn the bones unite in proper alignment. In 
cases in which, after the sawing through of the bone. 
necrotic areas extending deeply into the bone and 
perforating the cartilage of the epiphyseal line are 
seen, these areas are curetted and the resulting 
cavities filled with a soft iodoform-vaseline pluy 

Of the 60 patients operated upon in this manner, 
only 32 could be traced. Of the latter, 11 were 
operated upon more than three years ago (up to 
seven years); 9, from two to three years ago: to. 
from one to two years ago; and 2, from ten to twelve 
months ago. Two of the 32 patients traced died 
after from one and a half to two years, 1 as the re 
sult of an accident and the other of peritoncal 
tuberculosis. Of the 30 patients still living, 29 were 
able to be about and were free from pain. 

Before the operation the involved limb showed an 
average shortening of 3 cm. After the operation the 
average shortening was 4 cm. at first and 5 cm. later 

In Kornev’s opinion, conservative resection is in 
dicated chiefly in cases of tuberculosis of the knee 
joint in which, following properly conducted con 
servative treatment, the process is arrested but the 
deformity persists and movement is still somewhat 
painful. In such cases extensive resections are not 
necessary since the more conservative operation will 
give the desired result and even in children does 
not produce too great shortening. The majority of 
the author’s patients were between ten and twent\ 
years of age. N. Petrov (Z). 


FRACTURES AND DISLOCATIONS 


Hosford, Jj. P.: The Use of Local Anesthesia in the 
Treatment of Fractures, with Conclusions 
Drawn from Fifty Cases. Brit. J. Surg., 1031, 
XVI, 540. 

Local anesthesia for the reduction of fractures 
may be induced by: (1) injecting 10 c.cm. of a 2 per 
cent solution of novocain directly into the hema 
toma after the method of Boehler, (2) infiltrating 
the anesthetic around the fracture area, (3) blocking 
the peripheral nerves, (4) injecting the brachial 
plexus (for fractures of the upper extremity), or (5 
inducing spinal anesthesia. 

In the cases of patients of advanced age who are 
severely shocked and in cases in which general 
anesthesia is contra-indicated, local anesthesia 
permits earlier reduction of the fracture. After the 
reduction the patient can demonstrate the range 0! 
motion obtained. Transportation is more com. 
fortable after infiltration of the anesthetic an! 
proper splinting. The limb may be subjected ‘o 
roentgen-ray examination immediately after the 
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duction and the position corrected if the reduction 
is unsatisfactory. The fracture may be reduced 
without the aid of an assistant. Local anesthesia is 
most advantageous for reduction under fluoroscopic 
control. 

In the cases of very young children and in cases of 
compound fracture local anesthesia is contra-in- 
dicated, but plexus block and spinal anesthesia may 
be employed safely. When roentgen apparatus is 
not available, the reduction should be made under 
gencral anesthesia. 

The author reviews fifty cases of fractures of the 
long bones in which reduction was effected under 
local anesthesia with excellent results. In only one 
case was the infiltration unsuccessful. In this 
instance there was no displacement, but the oedema 
made it difficult to locate the fragments with the 
needle. In no case has the infiltration been followed 
by infection. Ruvotrs S. Reicu, M.D. 


Berg, R. M., and Kugelmass, I. N.: Calcification in 
Callus Formation and Fracture Repair. Av. 
Surg., 1931, XCili, 1009. 

Bone repair at the site of a fracture is produced 
by the infiltration of blood clot, retraction of fibrin, 
and invasion by fibroblasts which are converted 
into osteoblasts with the formation of a fibrin 
callus. There is a vasomotor vascularization re- 
sulting in absorption of the bone ends and pre- 
paring the fragments for normal bone union. 

When union of fragments requires longer than the 
usual time, the healing is regarded as delayed, but 
when exudate supervenes about the fragments, 
further osteogenesis ceases and non-union is inevit- 
able. Delayed union may result from chemical or 
mechanical causes. 

In fractures produced in animals experimentally, 
the greater the amount of fibrous tissue formation 
the greater the amount and degree of calcification. 
The dissolution of fibrous tissue by an alkaline 
trypsin solution diminished the quantity and rate 
of bone repair. The injection of tissue fibrinogen at 
the site of the fracture stimulated fibrous tissue 
production and increased the amount and rate of 
bone repair. Ruporpu S. Retcu, M.D. 


Lucchese, G.: Two Cases of Fracture of the Axis 
Without Nerve Symptoms (Due casi di frattura 
dell’epistrofeo senza sintomi nervosi). Chir. d. or- 
gani di movimento, 1931, xv, 481. 


Attention is called to the fact that fractures and 
other severe injuries of the cervical vertebrx are 
often diagnosed as contusions and sprains because 
of the absence of nerve symptoms. 

The first case reported by Lucchese was that of a 
man forty-one years old who fell from a pole about 
1o meters high, lost consciousness for a while, and 
ten days later entered the hospital with broncho- 
pneumonia, a fracture of the right clavicle, and 
severe pain in the nuchal region which was increased 
by all movements of the head. The head was thrust 
forward with the chin lowered and approximated to 
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the sternum. The left sternocleidomastoid muscle 
was contracted. Flexion and extension movements 
of the head were limited and painful. Rotation of 
the head was impossible. 

Roentgen examination disclosed a fracture of the 
arches and forward displacement of the body of the 
axis. No attempt was made at forcible reduction. 
The pain in the neck was relieved by the application 
of a plaster-of-Paris collar. The collar was worn for 
two months. During that time, paresthesia devel- 
oped in the upper right arm and a small ulcer 
appeared on the dorsum of the right foot. Fourteen 
months after the accident, the general condition 
was good, the oedema of the arm had disappeared, 
and the ulcer of the foot was healed. Head move- 
ments were still greatly restricted, but were not 
painful. Roentgen examination disclosed consid- 
erable callus. 

The second case was that of a woman fifty-five 
years of age who fell in getting on a car. The 
symptoms were similar to those in the first case. 
The patient was kept flat in bed for thirty days and 
at the end of that time a plaster-of-Paris cast was 
applied to the neck. Ten months later there was 
slight limitation of flexion and extension of the 
head, but the pain had ceased. 

The author reviews cases reported by others. He 
believes that operation is indicated only when the 
spinal cord is endangered by bone-fragment pressure. 

KELLOGG SPEED, M.D. 


Findlay, R. T.: Fractures of the Scapula. Aun. 


Surg., 1G31, Xclii, oor. 

During the past four years, twenty-four fractures 
of the scapula in twenty-three patients were treated 
in the Beekman Street Hospital, New York City. 
The average age of the patients was thirty-six and 
seven-tenths years. Twenty of the patients were 
males. All of the fractures were produced by great 
violence and were complicated by other fractures 
and injuries. The fracture occurred in the body of 
the scapula in fifteen cases (57.7 per cent), in the 
glenoid cavity in five cases (19.2 per cent), in the 
coracoid process in two cases, in the acromial process 
in two cases, in the neck of the scapula in one case, 
and in the spine of the scapula in one case. 

Localized pain was present in eighteen cases, 
tenderness in sixteen, loss of arm function in six, 
and shock in nearly all. In cases of fracture of the 
neck of the clavicle, Cotton and Brickley noted 
inward displacement with narrowing of the shoulder. 

For fracture of the body of the scapula the treat- 
ment advised is immobilization of the arm with a 
Velpeau bandage. For fracture of the neck, Scudder 
recommends the traction-abduction method, and 
Cotton and Brickley suggest reduction by leverage. 
Fractures of the acromial process are best treated, 
according to Scudder, by lifting the flexed arm 
upward and applying counterpressure on the inner 
fragment. When the glenoid cavity is involved, 
early motion is important, but if there is much 
separation of the fragments the arm should be 
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fixed to the side with a Velpeau bandage for three 
weeks. 

In seventeen of the cases reviewed the immediate 
result was good and in one it was fair. In three 
cases death resulted from complications. 

Rupbovpu S. Rercu, M.D. 


Magnus: Fractures of the Pelvis, Their Treatment 
and Results. A Report of 1,200 cases (Becken- 
brueche, Behandlung und Resultate. Mitteilung von 
1,200 Faellen). 55 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1931. 

In the mining industry the causes of fracture 
of the pelvis are numerous and varied (burial, 
a fall from a great height, crushing between two 
wagons or a wagon and a locomotive or built-in 
woodwork, the prop, or the wall of the underground 
passage, and incarceration between the elevator and 
the shaft wall). This report is based on 587 cases 
treated in Bergmannsheil during the period from 
1925 to 1929 (among them only 20 of long standing) ; 
330 cases from elsewhere in which an examination 
was made for compensation; 178 cases treated in the 
period from 1920 to 1924, the reports of which were 
available; and 115 cases from other hospitals, mak- 
ing a total of 1,210 cases (1,095 treated or examined 
in Bergmannsheil). The fractures were classified as 
follows: 

Group A, partial fractures of the crest of the ilium 
(122 cases, constituting 10.1 per cent of the total 
number). 

Group B, simple fractures of a ramus of the pubis 
or ischium (266 cases, constituting 18.7 per cent of 
the total number). 


Group C, fractures of the base of the acetabulum 


(69 cases, constituting 5.7 
number). 

Group D, simple anterior or posterior fractures of 
the pelvic ring (267 cases, constituting 22 per cent 
of the total number). 

Group E, double or combined vertical anterior or 
posterior fractures of the pelvic ring (243 cases, 
constituting 20 per cent of the total number). 

Group IF, double anterior fractures of the pelvic 
ring in both pubic and ischiatic rami (99 cases, 
constituting 8.2 per cent of the total number). 

Group G, cases of severe mixed forms of fracture 
and cases in which death resulted from severe asso- 
ciated injuries before a roentgenogram could be 
taken (184 cases, constituting 15.3 per cent of the 
total number). 

During the five-year period no change was made 
in the basic principles of the treatment. Five hun- 
dred and eighty-seven of the cases were treated by 
the author himself. The complications from injury 
of the bladder and urethra are not considered in this 
report. 

Patients with simple fractures without displace- 
ment of the fragments were gotten out of bed and 
treated functionally as soon as possible. Those with 
uncomplicated avulsion of the crest of the ilium and 
simple fissures were sometimes allowed to get up 


per cent of the total 
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after ten days. The average length of time such pa- 
tients were confined to bed ranged from two and 
eight-tenths to two and nine-tenths weeks, and the 
average length of time they were kept from work 
ranged from one and eight-tenths to two and four- 
tenths months. 

In cases of fracture of the base of the acetabulum. 
in which not much interference is necessary, exten- 
sion is very rarely indicated, and rest in bed, mas 
sage, and exercises are usually sutticient, the average 
duration of confinement to bed was four and six 
tenths weeks and the average period of disability 
was three and eight-tenths months. , 

Patients with a simple anterior or posterior frac 
ture of the pelvic ring were kept in bed for four and 
one-tenth weeks and from work for three months: 
those with a double vertical anterior or posterior 
fracture were kept in bed for an average of four and 
four-tenths weeks and from work for an average of 
three and five-tenths months; and those with a dou 
ble anterior fracture were kept in bed for an average 
of four and eight-tenths weeks and from work for an 
average of three and four-tenths months. In cuses 
of combined anterior or posterior vertical fracture 
with elevation of one side of the pelvis, the elevated 
side of the pelvis was brought down by means o/ a 
wire introduced through the tuberosity of the tibia. 
When there was gaping of the abdominal cle/ts a 
towel bandage was applied. 

The associated injuries, which are not considered 
in this report, included rupture of the intestines in 
5 cases, a tear of the peritoneum or mesentery in 3 
cases, and rupture of the liver in 1 case. 

In the 587 cases treated by the author, including 
cases with injury of the urethra, there were 32 
deaths, a mortality of 5.5 per cent. If the 9 cases 
with a urethral injury are not considered the mor 
tality was 1.5 per cent. Four of the deaths were due 
to fat embolism. The average compensation for the 
different types of fracture is shown in a table. 

In the cases of fractures of mixed types conditions 
were similar. Of the patients with uncomplicated 
fractures, only 14 still drew compensation after four 
years and none received compensation over 30 per 
cent. 

Of the 71 patients with injury of the urethra, who 
constituted 12.1 per cent of the total number, 23 
(32.4 per cent) died. Four died immediately after 
their admission to the hospital. Ten patients passed 
bloody urine immediately after their admission; they 
received no treatment for the hematuria, but none 
of them died. The introduction of a catheter, which 
was always tried first if the patient was unable to 
urinate, was successful 28 times. The catheter was 
left in place for a while as a retention catheter, but 
was soon removed. There were no deaths. When 
catheterization failed, the question arose as to 
whether a suprapubic or perineal section with union 
of the torn urethra should be done. Four patients 
subjected to perineal section died. The author’s own 
experience in these cases (numerous bone splinters. 
gaping fracture clefts, severe hematomata) led him 
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to abandon the method. Suprapubic section was 
done 25 times with 15 deaths, a mortality of 60 per 
cent. For drainage, use was made of a metallic 
bougie of the Volkmann type with a small depression 
at the tip into which fitted the tip of an ordinary me- 
tallic bougie. The ordinary metallic bougie was intro- 
duced into the urethra from the bladder. It met 
the large bougie introduced through the penis at 
the site of the rupture. With continuous contact of 
the 2 bougies, the latter was pushed into the bladder 
and out through the suprapubic incision. After a 
rubber tube had been fastened over the tip of the 
bougie, the tube was drawn through the bladder and 
urethra. It then drained the bladder with one end 
and at the same time functioned as a retention 
catheter. This drainage at both ends, which was 
combined with irrigations of the bladder, was very 
advantageous. However, the after-treatment with 
removal of the retention catheter and treatment of 
the strictures makes great demands. In 6 cases, 
jistule or incontinence remained. The compensation 
was very high even after a long time. Frequently 
disturbances of erection and impotence resulted 
from the injury. 

In the discussion of this report, HAUMANN char- 
acterized as a rare pelvic injury the unilateral dislo- 
cation which is caused by a force exerted from above 
and behind when the subject is in the kneeling posi- 
tion. It is unknown whether the dislocation or the 
fracture is primary, but Haumann believes the 
former occurs first. As is evident from 18 cases, 
the prognosis is not unfavorable. The treatment con- 
sists of wire extension through the crest of the ilium. 

BOEHLER stated that pelvic injuries without as- 
sociated injuries of the urinary passages have a 
favorable prognosis. In the treatment it is necessary 
to differentiate between the cases of young and 
strong miners, such as those reviewed by Magnus, in 
which very little treatment is necessary, and the 


cases of old persons, in which extension is required. 
The extension shouid be attached at the site where 
the muscles, the adductors and psoas, are at- 
tached. The latissimus dorsi must also be con 
sidered. A great deal depends on the posture. 
Usually one-seventh of the body weight is used for 
extension. Boehler favors rest in bed for twelve or 
thirteen weeks. STETTINER (Z). 


Patterson, R. H.: 
Femur. 


Malunion of Fractures of the 
Ann. Surg., 1931, xciii, 984. 

Patterson discusses the causes and reports the 
treatment of malunion of the femur in a series of 
thirty-two cases. In some of the cases the fracture 
had been treated by closed reduction and in others 
by operation. Patterson defines malunion as union 
occurring in such a manner as seriously to interfere 
with function. 

In 80 per cent of the cases of malunion following 
closed teduction the malunion was due to a pre 
ventable cause such as failure to recognize interposed 
tissue, failure to secure satisfactory reduction, delay 
of reduction, and failure to maintain proper position 
of the fragments until union was solid. In 20 per 
cent of the cases the causes of the malunion were 
not preventable, being such factors as associated 
diseases or injuries. 

In sixteen of the cases operated upon the results 
in general were not encouraging. The worst type of 
cases is one with marked deformity, excessive callus, 
and shortening of several inches. In such cases 
considerable difficulty is experienced in lengthening 
the limb. While the Abbott method of lengthening 
is to be recommended, Patterson believes that 
shortening of the bone ends with proper apposition 
is often preferable. In conclusion he says that the 
use of spinal anesthesia in the operative treatment 
is worthy of further consideration. 

Pau C. Cotonna, M.D. 
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BLOOD VESSELS 


aa emen, H. O., Merkert, C. E., and Lundblad, 

: Causes of Failure in the Injection 

Riustinent of Varicose Veins. J. Am. M. Ass., 
1931, XCVi, III4. 

The authors state that recurrences after the in- 
jection treatment of varicose veins may be due to: 
(1) too great dilution or insufficient concentration of 
the sclerosing fluid; (2) failure to thrombose the 
great saphenous vein in the thigh completely as far 
as the saphenofemoral opening; or (3) normal re- 
canalization, which occurs if the thrombus is not 
firm and hard. To prevent recurrences, the operator 
should: 

1. Locate the great saphenous trunk by the per- 
cussion method and sclerose it up to the sapheno- 
femoral opening. 

2. Empty the veins before injecting, to aid con- 
centration. 

3. Localize the sclerosing fluid by the use of 
tourniquets or Mac occluders to prevent excessive 
dilution. 

4. Choose the sclerosing solution according to the 
type and size of the veins. For small, thin-walled 


veins, milder solutions, such as invert sugar, should 
be used; for large saccular veins, dextrose with so- 
dium chloride; and for the pick-ups, quinine and 


urethane solutions. The authors have abandoned the 
use of salicylates as they cause severe pain and 
cramp. 

5. Keep the patient under observation until all 
of the varicose veins have been sclerosed satisfac- 
torily. 

6. Have the patient return two months after dis- 
charge for re-examination, and thereafter at longer 
intervals. 

The following rules are given with regard to the 
injections: 

1. Employ a sterile technique. 

2. Be sure that the injection is made within the 
lumen of the vein. 

3. Stop the injection immediately when there is 
doubt as to whether or not the solution is entering 
the lumen of the vein. 

4. If a perivascular injection has been made, in- 
filtrate the area of the injection with from 10 to 20 
c.cm. of a physiological solution of sodium chloride. 

5. Apply sponge pressure to prevent leakage when 
the needle is withdrawn and when the vein wall has 
been punctured. 

6. Re-examine the patient every other day for 
from six to ten days after the treatment, again at 
the end of two months, and thereafter at intervals 
varying from two to four months. 

Joun J. Matoney, M.D. 


Krompecher, S.: The Histopathology of Endar- 
teritis Obliterans. Telangiostenosis (Die Patho- 
histologie der Endarteriitis obliterans. Teleangio. 
stenose). Verhandl. d. 16 Tag. d. Ungar. Gesellsch, 
f. Chir., 1930, p. 321. 

Krompecher examined eight extremities which 
had been amputated because of endarteritis obli- 
terans (thrombo-angiitis obliterans). The ages of 
the patients ranged from twenty-nine to fifty-five 
years. 

The nature of endarteritis obliterans is a primary 
narrowing of the small blood vessels. The stenosis 
of arteries and veins from 1/10 to 2 mm. in diameter 
is brought on by elastic-element-forming cells called 
elastoblasts. Often only one-tenth or less of the 
vessel lumen remains patent. The elastol)lasts 
proliferate between the media and the endothelium 
(intima formation), and the endothelium is pushed 
toward the lumen. The elastoblasts then form new 
elastic lamella on their upper surface, which run 
parallel with the internal elastic membrane and 
narrow the lumen further. 

In most of the cases a secondary thrombosis is 
associated with the narrowing of the small vessels. 
The thrombosis may ascend and occlude the large 
arteries. The thrombus becomes organized and 
shows recanalization. Stenosis may occur also in 
the recanalized vessels. In patients of advanced 
age, arteriosclerosis may be an additional factor. 
In some cases phlebitis is associated with endarteritis 
obliterans. 

On the basis of the morphological findings, the 
author uses the name “telangiostenosis” (narrowing 
of the fine blood vessels) for this condition. The 
article includes one photomicrograph. 

Von LoBMAVER (Z). 


Kappis, M.: Experiences in the Treatment of 
Venous Thrombosis by Means of Adhesive 
Plaster Dressings (Erfahrungen ueber die Be- 
handlung der Venenthrombose mit Heftp/laster- 
verbaenden). Deutsche Ztschr. f. Chir., 1930, ccxxviii, 
317. 

In discussing the supposed causes of venous 
thrombosis, the author states that mechanical slow- 
ing up of the circulation is an important factor. 
Therefore, of the many procedures suggested for the 
prevention of thrombosis, those directed against 
mechanical causes appear to be the most promising. 
In the prevention of pulmonary embolism, the most 
dangerous complication of thrombosis, the former 
practice of immobilizing the thrombosed lim) for 
about three weeks and then keeping the patient in 
bed for several weeks longer was not very successiul. 
Autopsies showed that between 7 and 8 per cent of 
thromboses resulted in death from embolism. 
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Since Fischer reported in 1927 that among 2,400 

cases Of phlebitis treated with compressive dress- 
ings he saw no case of embolism, the author has 
regarded the use of such dressings as the treatment 
of choice. When deep thrombosis is first suspected a 
dressing of adhesive plaster or elastoplast is applied 
circularly about the leg from the toes to the upper 
end of the thigh. In thrombosis of the saphenous 
vein, ligation is done high up on the thigh. No fur- 
ther attention is then paid to the condition. The 
patient is permitted to sit up or to be on his feet 
just as though no thrombosis were present. 
‘ In 100 cases of thrombosis treated in this manner 
there were 5 fatal embolisms and 13 infarctions of 
the lung. In 3 cases the adhesive dressing did not 
exert any influence on the development of the em- 
bolism. In 2, loosening of the thrombus seemed to 
have been favored by getting the patient up on his 
feet. Therefore only 2 per cent of the embolisms 
could be ascribed to the treatment. During the same 
period of time there were 62 fatal embolisms due to 
unrecognized thromboses. 

The dressing hinders the upward extension of the 
thrombus. As a rule the swelling disappears within 
a few days and the pain ceases within a few hours. 
Even thromboses extending up above the thigh seem 
to be favorably influenced. 

The exact site of a thrombus is difficult to de- 
termine. When the thrombus extends high, the pa- 
tient is kept in bed for a week and the head of the 
bed is elevated. The effect of the treatment is due 
to the elastic compression. This seems to have a 
favorable influence also on the secondary swelling 
of the leg. The dressing is equally effective when used 
for thrombosis of the arm. C. E. JANCKE (Z). 


Robertson, Sir C., Moore, A. E., and Robb, D.: 
Arterial Embolectomy. J. College Surg. Austral- 
asid, 1931, iii, 360. 

Arterial embolectomy was first attempted in 
1895, but the first successful result was reported by 
Lahey in ro11. 

An arterial embolus may begin as a thrombus in a 
vein and reach the left heart through a patent 
foramen ovale. In the majority of cases in which 
excrescences on the valves contribute to embolus 
formation, organic heart disease is present. Fibrilla- 
tion of the auricles may also be a factor. A low- 
grade infection is believed to be present in most 
cases. Infection favors secondary thrombosis which 
becomes dangerous through extension of the 
thrombus with possible destruction of the collateral 
circulation of the area. 

The diagnosis of arterial embolus is made at the 
outset on the basis of pain, coldness, and possibly 
discoloration of the limb. There is no swelling, and 
no blood comes if a needle prick is made. At the 
site of the embolus the artery may be palpable and 
tender. There may be partial paralysis of the limb. 
Movements require effort, cause pain, and are 
limited. The vessels most frequently involved are 
the common femoral, axillary, brachial, and com- 


mon and external iliac arteries, the bifurcation of the 
aorta, and the popliteal and subclavian arteries. 

In venous thrombosis, the onset and course arc 
more gradual; the limb remains warm, but is blue, 
and swollen. Pulsation can be felt in the artery. 
Circulatory disturbances from  endarteritis and 
arteriosclerosis are much slower in onset and 
progress. 

Non-surgical treatment is advised for emboli 
occurring in small arteries and when surgical 
measures are refused or are impractical. The 
authors recommend the application of heat, the 
administration of cardiac stimulants, and measures 
to prevent infection. By some, vigorous massage of 
the area has been practiced. 

The surgical treatment consists in exposing and 
opening the artery, removing the clot, closing the 
gap, and restoring the circulation. Operation should 
be performed early, preferably during the. first 
twenty-four hours. After exposure, the artery is 
clamped at either end of the clot. An incision about 
2 cm. long is made at one end of the embolus and 
the clot is removed by milking it out with the thumb 
and finger or by catching it with a forceps. When 
there is a free flow of blood from either side, the 
incision is closed. A 2 per cent solution of sodium 
citrate is often used to wash out the site of the clot 
and to rinse the gloves and instruments. 

CLARENCE V. BATEMAN, M.D. 


BLOOD; TRANSFUSION 


Garibdzanjan, G. A., and Ozereljeff, A. A.: Blood 
Transfusion, the Infusion of Salt Solution, and 
Leaving the Blood in the Abdominal Cavity 
in Hemorrhage. Comparative Experimental 
Studies (Bluttransfusion Salzinfusion, und Zu- 
ruecklassen des Blutes in der Bauchhoehle bei Rlut- 
verlusten. Vergleichende experimentelle Studie). 
Arch. f. klin. Chir., 1930, clxi, 486. 

With regard to whether the blood of a severe 
abdominal hemorrhage should be left in the ab- 
dominal cavity or re-infused there is considerable 
difference of opinion. According to exact measure- 
ments, the average resorption of blood left in the 
abdominal cavity is 1.5 c.cm. per kilogram hourly. 
Therefore in a person weighing 60 kgm. the largest 
amount of blood which will be resorbed in an hour 
is 90 c.cm. Actually, the quantity is probably less 
because of the decrease in the blood pressure. At 
any rate it is insufficient after a serious hemorrhage 
to correct the disturbance in the circulation, in- 
crease the number of erythrocytes, and overcome 
oxygen hunger. 

In a study of the problems, the author, at Petrofi’s 
suggestion, carried out experiments on dogs. Blood 
equal to 4.5 per cent of the body weight was with- 
drawn. In the cases of ten of the animals the 
bleeding was associated with transfusion into the 
abdominal cavity, in ten with transfusion into the 
veins, and in ten with the infusion of physiological 
salt solution. In the cases of three animals only 
bleeding was done. 
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Of the first group of dogs, 50 per cent, of the 
group treated with physiological salt solution, 80 
per cent, of those treated by transfusion, 90 per 
cent, and of those subjected to bleeding alone, only 
one survived. The dogs given transfusions recovered 
most rapidly—within a few hours. The findings of 
morphological studies of the blood corresponded to 
the recovery. 

These studies indicate that leaving all of the 
blood in the abdominal cavity is not sufficient to 
overcome the serious manifestations of hemorrhage. 
Better results are obtained by re-infusion of the 
blood or the infusion of salt solution. After an 
internal hemorrhage into the abdominal cavity has 
been controlled it is best to perform a partial re- 
infusion of from 400 to 500 c.cm. of blood which has 
been diluted with physiological salt solution in the 
proportion of 1:3 to lower its toxicity. The rest of 
the blood should be left in the abdominal cavity 
since its resorption aids in restoring the normal 
morphological character of the blood. 

STETTINER (Z). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Homans, J.: The Operative Treatment of Phleg- 
masia Alba Dolens. New England J. Med., 1931, 
CCiV, 1025. 


The cause of phlegmasia alba dolens and the 
mechanism of the oedema associated with it are still 
largely unknown. The character of the oedema sug- 
gests that it is due to a lymphatic rather than a 
venous obstruction, and this is borne out by the ex- 
perimental findings of Halsted, Reichert, and the 


author. The lymphatics draining the lower extremi- 
ties are closely associated with the principal veins 
and arteries, and the large lymphatic trunks which 
receive all of the lymph from the limbs lie in and 
about the arteriovenous sheaths of the iliac vessels. 
Therefore it should be possible to influence the 
course of phlegmasia alba dolens by releasing the 
lymph channels from the inflammatory pressure in 
which they are held in the arteriovenous sheath. 
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Homans has succeeded in favorably affecting the 
flow of lymph from the leg in two severe cases of 
phlegmasia alba dolens by splitting open the iliac 
and femoral vascular sheaths. This treatment was 
followed by a marked reduction in the swelling of 
the limbs. In both cases, gross inflammatory changes 
in the perivascular tissues were found. The reaction 
was quite as marked about the artery as about the 
vein and suggested that the initial cramp-like pain 
in thrombophlebitis may be due to an associated 
ischemia from arterial spasm. The confinement of the 
principal lymph vessels within the inflamed arterio- 
venous sheath is apparently the cause of the lymph 
stasis in thrombophlebitis, and incision and decom- 
pression of this sheath offers a means of improving 
the flow of lymph from the swollen limb. 

Leo M. ZIMMERMAN, M.)). 


Utz, L., and Keatinge, L.: Hodgkin’s Disease. 
Med. J. Australia, i931, i, 397. 

This article, the first of three reviewing the world 
literature on Hodgkin’s disease during the last 
hundred years, deals with the history, etiology, 
comparative pathology, and experimental investiga- 
tion of the condition. The authors favor the hypoth- 
esis that Hodgkin’s disease is an atypical tubercu- 
losis probably due to the avian type of the tubercle 
bacillus. ELIzABETH CRANSTON. 


Lasnier, E. P.: Primary Cancer of the Lymphatic 
Glands (C4ncer primitive de los ganglios linfaticos). 
Bol. oficial ligua uruguaya contra el cancer genital 
femenino, 1930, V, 192. 

After discussing a number of classifications for 
primary tumors of the lymphatic glands, the author 
concludes that at present there is no classification 
that is completely satisfactory from the histogenic, 
histological, and clinical points of view. He states 
that in every case the blood, smears, and sections, 
and fluid obtained by puncture of the glands should 
be examined and the findings so obtained compared 
with the clinical and therapeutic findings. 

Aubrey G. Morcan, M.!) 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ichok, G.: Fixation Abscess (El abceso de fijacién). 
irch. de med., cirug. y especial., 1931, Xii, 333. 

Many ancient remedies come back into use again. 
Fixation abscess was employed by Hippocrates and 
has come back into general use in recent years. It 
is produced as a rule by the injection of turpentine 
and probably acts through humoral changes brought 
about by the destruction and renewal of leucocytes. 
It is of value in puerperal infection, surgical septi- 
cemia and septicopyemia, epidemic encephalitis, 
meningococcic meningitis, acute infectious nephri- 
tis, malignant forms of eruptive fever, infections of 
the typhoid group, severe poisonings (particularly 
lead poisoning), acute bronchopneumonia, lobar 
pneumonia of the septiceemic type in which defer- 
vescence does not occur normally, lobar pneumonia 
occurring in alcohol addicts and old persons, and 
severe grippe. In any case of bronchopneumonia it 
may be induced as soon as the diagnosis is made. 

Pic says that the interns in his hospital are per- 
mitted to give turpentine injections for the pro- 
duction of a fixation abscess at night in all cases of 
bronchopneumonia or serious lobar pneumonia with- 
out calling the attending physician, just as they 


would order a bath in cases of typhoid fever or per- 
form an emergency thoracentesis. 
Aubrey G. Morcan, M.D. 


Jeanneney: The Treatment of Postoperative Gas 
Colics by the Injection of Hypertonic Saline 
Solution (Traitement des coliques de gaz post- 
opératoires par lavement salé hypertonique). Bor- 
deaux-chir., 1931, i, 46. 

The author reviews the generally accepted theo- 
ries regarding the causes of postoperative accumu- 
lations of gas in the intestines. It is believed that 
gas formation goes on during the period when the 
intestinal musculature is paralyzed and that the 
retention of gas in the loops of bowel is due to 
spasm of various segments or of the anal sphincter, 
absence of the usual excitants to peristalsis (such 
as distention of the ampulla of the rectum), and 
pain from the abdominal wound which renders the 
abdominal muscles and the diaphragm unable to 
expel the gas. 

Among prophylactic measures of value are the 
administration of a light saline cathartic the day 
before the operation and the rectal instillation of a 
small quantity of oil the evening before the opera- 
tion. The injection of a powder or paste into the 
rectum to aid in the absorption of gas has also been 
done. The formula for the mixture is: agar-agar, 
100 gm., powdered belladonna, 6 ctgm.; and tincture 
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of aniseed, 50 drops. During the operation, un- 
necessary trauma should be avoided and the ab- 
dominal wall rendered anesthetic with 20 per cent 
quinine-urea-hydrochloride. After the operation, 
morphine should be replaced by tincture of opium 
given by rectal drip. Beginning thirty hours after 
the operation attempts should be made to re-establish 
normal peristaltic movements. Procedures of value 
for this purpose include subcutaneous injections 
of pituitrin or phenolsulphone-phthalein, intraven- 
ous injections of hypertonic salt solution, and the 
administration of a ro to 15 per cent salt solution 
by rectum by the drip method. 
WittraM P. VAN WAGENEN, M.D. 


Lejars, Brocq, and Duchon: Treatment of Surgical 
Infections, Particularly Postoperative Broncho- 
pulmonary Infections, with Vaccines of Lyzed 
Organisms (Traitement des infections chirurgicales 
et en particulier des infections bronchopulmonaires 
post-opératoires par les lysats-vaccins). Bull. et 
mém. Soc. nat. de chir., 1931, lvii, 380. 

The method discussed is based on the very special 
properties of the organism causing blue pus, the 
bacillus pyocyaneus, which has a tendency to destroy 
infecting pyogenic bodies in the wounds it invades. 
Bacillus pyocyaneus exerts first a purely bactericidal 
action. It is capable of sterilizing very rich cultures 
of streptococci or staphylococci in forty-eight hours. 
Its lytic action is slower in developing, at least for 
staphylococci. 

Bacillus pyocyaneus neutralizes bacterial toxins. 
Therefore vaccines made from lyzed organisms are 
absolutely innocuous. 

The tendency of old cultures to develop a certain 
degree of autolysis may be taken advantage of in 
the preparation of the vaccine. The polymicrobic 
vaccine of lyzed organisms is used in postoperative 
infections and especially in bronchopneumonia in 
children. The injections must be given daily for at 
least eight days, and the operation performed with- 
in forty-eight hours following the last injection. 

Duchon traced the réle played by superinfection 
by following the development of the flora in broncho- 
pneumonia day by day. Asa result he chose for his 
vaccines lyzed streptococci, staphylococci, pneumo- 
cocci, bacillus diphtheria, Pfeiffer’s bacillus, micro- 
coccus catarrhalis, and colon bacilli. 

For four years the authors have treated pulmonary 
infections with vaccines made from lyzed organisms 
without additional treatment. In 70 cases so treated 
there were 4 deaths. The deaths occurred in cases 
which had been insufficiently treated. As a rule the 
temperature decreases within two days following 
the first injection and thereafter continues to ap- 
proach normal with simultaneous improvement in 
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the functional and physical signs. The foci seem to 
become fixed. Neither the formation nor the de- 
velopment of new foci has been seen when once the 
treatment has begun to take effect. No complica 

tions have been observed. In 1930, the authors 
and Bezangon reported 132 cases of various surgical 
infections treated with vaccines made from lyzed 
organisms. Since then they have observed 61 cases 
treated in the same way. The vaccines used were 
of 3 types—1 made of streptococci, 1 of staphylo- 
cocci, and 1 of both streptococci and staphylococci. 
Of the 193 patients, only 4 died. One died after 
I injection, and 1, an aged subject, after 3 injections. 
In the cases of the 2 others who died, bacteriological 
examinations revealed a secondary anaérobic infec- 
tion. Anaérobic infection is a contra-indication to 
the treatment employed. 

The gonococcus is easily dissolved by the bacillus 
pyocyaneus. In gonorrhceal arthritis the diseased 
joint must be immobilized in a grooved apparatus 
until the pain and fever have subsided. The more 
serious the disease the longer the vaccinotherapy 
must be continued. The treatment must be con- 
tinued until the acute phenomena have completely 
disappeared. In a series of cases of gonorrhoeal 
epididymitis in which the authors used the vaccine 
of lyzed organisms the treatment was followed by 
cessation of the pain and subsidence of the swelling. 

Vaccines made from lyzed organisms sometimes 
cause an erythematous reaction around the point of 
injection, but very seldom produce general shock. 
It seems that their effect is related to a purely 
specific action. The daily dose, whatever the vac- 


cine and whatever the age of the patient, is 1 c.cm. 
In an infection of average intensity it is rarely 
necessary to exceed 12 injections, especially if after 
the fifth injection the treatment is given at intervals 
of two days. However, the injections must be con- 
tinued until every infectious element has been 


eradicated. PACE. 


Charlton, P. H.: Postoperative Parotitis. Ann. Surg. 
1931, xciii, 837. 

The author discusses the relative frequency and 
causes of postoperative parotitis. Deaver classified 
the cases into three groups: (1) those in which the 
parotitis is due to metastasis from a pyemic condi- 
tion, (2) those in which it is the result of ascending 
infection by way of the ducts, and (3) those in 
which it is the result of trauma. Charlton prefers 
to classify them as simple acute, acute suppurative, 
and gangrenous. 

While the staphylococcus is the organism most 
frequently responsible for the infection, the pneu- 
mococcus, streptococcus, and bacillus coli have also 
been found in the gland. The symptoms depend on 
the character and extent of the inflammation. In 
the suppurative type of parotitis a temperature of 
105 degrees is not uncommon. Pain is due to the 
dense fibrous septa in the gland. 

The complications include thrombosis, phlebitis, 
ulceration of the large vessels, and hemorrhage. 
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In the simple acute cases, hot or cold applications 
may be used. The duct should be probed to deter 
mine whether obstruction is present. When there 
is evidence of suppuration, the gland should be in 
cised by a vertical incision within forty-eight hours 
in order to prevent necrosis and extension of the 
suppurative condition. The prophylactic treatment 
should include a careful toilet of the mouth and 
treatment of any infectious process in the teeth or 
gums. ‘The author reports thirteen cases. 

WIcirAM J. Pickett, M.j). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Sordelli, A., and Ferrari, J.: Some Characteristics 
of Bacillus Perfringens Serum (Algunas propric 
dades del suero antimicrobiano contra B. pertrin 
gens). Rev. soc. argent. de biol., 1930, Vi, 513. 

The intravenous injection of cultures of bacillus 
perfringens produces antibodies against this bacillus 
which are manifested by precipitins, agglutinins, and 
complement-fixation antibodies. The largest dose of 
bacteria injected is 20 c.cm. containing 200,000 
millions per cubic centimeter. From two to four 
months are required to obtain an active serum. ‘he 
serum has precipitating properties for extracts o/ 
bacilli cultivated on agar and agglutinates emulsions 
of bacillus perfringens specifically. It has a high 
capacity for fixing complement specifically in the 
presence of a suspension of bacillus perfringens. 

The activity of the precipitating serum of bacillus 
perfringens was tested in experimental infection. 
Guinea pigs were inoculated with bacillus per- 
fringens, vibrion septique, and a mixture of bacillus 
perfringens and vibrion septique. The oedema 
liquid of the three animals was diluted half with 
physiological salt solution and heated to oo 
degrees for fifteen minutes. It was then centrifugal 
ized and the three extracts were tested with the 
precipitating bacillus perfringens extracts. The re 
sults were positive for the animals infected with 
bacillus perfringens and the mixture of bacillus per 
fringens and vibrion septique and negative for those 
infected with vibrion septique alone. When the 
same experiment was carried out with the livers 
and spleens of the three animals the organs were 
found to contain no precipitogenous antigen. 

The authors conclude that it may be possible to 
use bacillus perfringens serum for the quick diag 
nosis of gangrenous affections, but that systematic 
study of wounds infected with anaérobic bacteria 
will be necessary to determine the practical value o! 
such a method. Auprey G. Morean, M.1? 


Hauduroy, P.: Treatment with Bacteriophage. its 
Advantages, Dangers, and Method of Applica- 
tion (La thérapeutique par le bactériophage. >«> 
avantages, ses dangers, son mode d’application . 
Presse méd., Par., 1931, XXxix, 168. 


Hauduroy has treated staphylococcus, colon baci! 
lus, and typhoid bacillus infections by the d’Herelle 
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method with bacteriophage. The bacteriophage 
must be prepared by a reliable laboratory. It must 
be specific and destroy the organism causing the 
infection. If there is no lysis in vitro, there will be 
no lysis im vivo. It is best to prepare the bacterio- 
phage with the patient’s own bacteria. 

Three or 4 subcutaneous injections of 2 or 3 c.cm. 
each should be given at intervals of twenty-four 
hours. These injections only rarely produce a slight 
Jocal reaction and never cause a general reaction. 
They should be given at some distance from the 
focus of infection. 

No more than 5 injections should be given as a 
greater number will sensitize the organism and ag- 
gravate the infection. If the lesion is accessible, the 
bacteriophage should be applied to it on a dressing. 
The application of bacteriophage on a dressing is 
never painful. In cases of abscess, a compress 
saturated with the contents of an ampoule may be 
applied to the lesion. Local dressings must be sup- 
plemented by subcutaneous injections. In cases of 
intestinal infection, the bacteriophage may be given 
by mouth. Intravesical instillations of bacterio- 
phage are well tolerated. Injections should never 
be given intravenously. 

Bacteriophage treatment is indicated in all super- 
ficial or deep staphylococcic infections such as 
furunculosis, anthrax, abscess, dermitis, and pyo- 
dermitis, provided the staphylococcus can be de- 
stroyed by the bacteriophage. Staphylococcus 
septicemia seems not to be benefited; in four cases 
in which the author used bacteriophage the results 
were poor. 

When the treatment is successful, improvement 
is usually apparent after two or three days. Open 
lesions are quickly emptied; the pus flows out easily. 
Fluctuating lesions open, and undeveloped lesions 
retrogress. If the suppuration has not disappeared 
after eight or ten days, the attempt has failed. 

Hauduroy reports a case of anthrax in a woman 
seventy-nine years old in whom the development of 
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the disease was checked after the second injection 
and cure was certain after the fourth injection. 

Of the author’s cases of staphylococcic infection, 
a complete cure resulted in about 75 per cent. As 
the occurrence of lysis was demonstrated in vitro 
before the treatment in every case, the failures may 
have been due to sensitization of the organism. 

In cases in which staphylococcus bacteriophage 
applied alone was unsuccessful, Hauduroy has ob- 
tained excellent results by giving an injection of 
vaccine after each subcutaneous injection of bac- 
teriophage. 

In infections due to the colon bacillus, bacterio- 
phage treatment will result in a cure only if the 
infection is uncomplicated. 

In cases presenting an enterorenal syndrome and 
in cases of enteritis or dysentery of obscure origin, 
bacteriophage administered by mouth often gives 
good results as the bacteriophage seems to restore 
the intestinal flora to normal. 

The author’s results with bacteriophage in typhoid 
fever were mediocre. Recently, Breton obtained a 
quick cure in 3 very severe cases by giving bac- 
teriophage intravenously. Hauduroy attributes the 
cure to the severe shock caused by the injection. 

PACE. 


ANZSTHESIA 


Deaths Caused by Avertin Nar- 
Acta chirurg. Scand., 1931, |xviii, 55. 


Schuberth, O.: 
cosis. 


The author reviews seventy-two so-called avertin 
deaths reported in the literature. He concludes that 
in eighteen of the reports the details given are not 
sufficient for judgment regarding the cause of 
death; in twenty-three cases there was no reason to 
consider the avertin narcosis responsible for the 
fatality; in seventeen cases the avertin might have 
been responsible; in three cases it was probably 
responsible; and in eleven cases it was certainly 
responsible. 
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ROENTGENOLOGY 


Vanoni, E. P.: The Variations in Tension in the 
Wiring System in Radiology. An Autoregu- 
latory Apparatus (Le variazioni di tensione della 
rete in radiologia. Un apparechio autoregolatore). 
Radiol. med., 1931, xviii, 463. 

Vanoni discusses the causes and effects of varia- 
tions in the line voltage, that is, voltage from the 
source of electrical energy, and variations in the 
voltage within the roentgen apparatus, and calls 
attention to the fact that, in the absence of a 
stabilizer, variations in the line voltage may lead to 
erroneous doses in roentgen therapy, poor results in 
roentgenography, and sometimes injury to the tube. 
He describes the manually operated stabilizers now 
in use and calls attention to their disadvantages. 

He then describes, in detail, with the aid of dia- 
grams, a movable bobbin type of transformer which 
operates automatically and corrects variations in the 
line voltage of from 5 to 25 percent. The use of this 
instrument results, not only in a constant tension, 
but also in a constant milliamperage at the tube and 
to a great extent eliminates the possibility of error 
in roentgen treatment and unsatisfactory roent- 
genographic results. The stabilizer is simply con- 
structed and strong, and can be applied to any type 
of roentgen apparatus now in use. 

Peter A. Rost, M.D. 


Luboshez, B. E.: Cineroentgenography (Cineradi- 
ographie). Radiol. med., 1931, xviii, 450. 


After discussing the difficulties encountered in 
cineroentgenography, Luboshez presents the method 
which has given him the best results. He uses the 
indirect method, that is, he photographs the image 
projected upon a fluoroscopic screen. He uses the 
most luminous screen available, and by dispensing 
with the lead glass has been able to increase the 
luminosity of his screen 30 per cent. 

The camera designed by Luboshez has a system 
of specially constructed lenses and an F. O. 625 
aperture. This aperture transmits about six times 
the amount of light that is transmitted through an 
F. 1.55 aperture. The camera takes eighty exposures 
in five seconds, and its movements are regulated so 
that the maximum time possible is spent in the 
exposure of the film. The movement between ex- 
posures requires one one-hundredth of a second 
and the time of exposure is one-twentieth of a 
second. The patient is exposed for only five seconds 
to about 50 ma. of current or a total of 250 ma.-sec., 
which is probably less than the exposure required 
for fluoroscopic examination. The danger to the 
patient is therefore minimal. The author has ob- 
tained the best results with the panchromatic film. 


The camera and system of lenses are shown by 
diagrams. Peter A. Rost, M.1). 


Salotti, A.: Roentgen Study of the Movements of 
the Jejunum (Studio radiologico dei movimenti 
dell’intestino tenue digiuno). Radiol. med., 1031, 
XVili, 421. 

Salotti studied the movements of the jejunum |) 
means of twelve films exposed successively at inter 
vals of one second. With this method he was able to 
observe the gross peristalsis of the jejunum due to 
contraction of the circular and longitudinal muscles 
in the wall of the intestine and to follow the move 
ments of the valvule conniventes, a motility due to 
the isolated action of the muscularis mucose. 

Peristalsis is of two types—that concerned with 
transportation of the intestinal contents and that 
concerned with mixing of the intestinal contents. 
The former may appear as simple contraction waves 
progressing down the jejunum or as rotary move 
ments of the intestinal material. The rotary move 
ment was observed during both peristaltic contrac- 
tion and peristaltic rest. The mixing peristalsis 
appeared as pendular movements, irregular con 
tractions of a loop of the jejunum, or superiicial 
kneading and mixing movements of the mucosa. The 
movements of the valvulze conniventes in the com- 
pletely filled gut were followed by observing the 
change in the position and contour of corresponding 
indentations in the barium shadow in successive 
plates. In the partially filled jejunum, especially 
during periods of rest, the valvule conniventes ap- 
peared as negative linear shadows encircling the in 
testine. The movement of isolated valvulz could be 
followed in the roentgenograms. At times the valves 
seemed to disappear, leaving a mottled hazy shadow. 

The author describes also an arrow-shaped shadow 
produced by the shadows of the barium-filled folds 
between the valvule conniventes which pointed in 
the direction of the normal jejunal peristalsis. 

PETER A. Rost, M.1) 


Wood, F. C., and MacKee, G. M.: Therapy With 
Long Wave Length X-Rays (Grenz Rays). 
Radiology, 1931, xvi, 697. 


Grenz rays are irradiations produced in roentgen 
ray tubes run at a voltage of 80 kv. or less and having 
wave lengths of from 1 to 3 Angstrém units. As 
they are absorbed practically completely by ordinary 
glass, it is essential, if they are to be utilized, that 
the tubes be made of lithium borate glass or have 
windows of glass of the latter type. Their clinical 
measurement can be carried out by the use of the 
Sabouraud pastille or, more accurately, by 4 
specially constructed ionization chamber. Their 
biological effects are similar to those of other roent- 
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gen rays, but as they are largely absorbed in the 
first few millimeters of the skin, their action is less 
marked in the vessels and characterized chiefly by 
proliferation of the connective tissue and certain 
changes in the stratum granulosum of the epidermis. 

The apparatus and tubes designed especially for 
the production of Grenz rays for therapeutic use are 
described by the authors in detail. 

The cutaneous reactions vary from simple 
erythema to vesiculation and erosion with exuda- 
tion, and crusting, depending on the size of the dose. 
Because most of the irradiation is absorbed super- 
ficially, the deep derma and subcutaneous tissues 
are not likely to be seriously damaged by the 
amounts recommended for therapeutic purposes. 
While delayed reactions occur, the erythema 
appears as a rule within twenty-four hours. Regard- 
less of the intensity of the reaction, the inflammation 
usually disappears in a few weeks. However, the 
deep pigmentation often persists for many months. 
Sometimes the erythema dose may be given at one 
sitting without causing epilation, but if the dose is 
large, epilation always occurs. Sequel such as mild 
atrophy and telangiectasia thus far have been un- 
common, but the application of the rays to date has 
been too limited for an accurate estimate of the 
possible dangers of small and large doses repeated 
over a considerable period. 

The dosage may be estimated by either the direct 
or the indirect method or by a combination of the 
two. The quantity used for the erythema dose by 
different roentgenologists differs considerably as 
there is no definite clinical, biological or instru- 
mental standard for the erythema dose. Some 
roentgenologists place it as low as 200 R, and others 
as high as 500 R or even higher. Most operators in 
the United States employ the following constants 
for the erythema dose: 8 ma., 8 kv., four minutes, 
and a distance of 6 cm. This gives approximately 
370 roentgen units (Glasser). Roughly, most of the 
technical rules relating to roentgen rays of shorter 
wave length apply to Grenz-ray therapy. 

Grenz-ray therapy finds its chief indications in 
dermatology. It is very useful for patches of derma- 
toses located on the scrotum, eyelids, and scalp, 
such as eczema, psoriasis, lichen planus, lupus 
vulgaris, and basal-cell epithelioma. It is not suitable 
for generalized or extensive eruptions. 

Reports of the results are still rather meager and 
come from comparatively few workers. In general, 
it is doubtful whether the Grenz rays can cure any 
skin disease which cannot be cured with roentgen 
rays of shorter wave lengths or with beta rays of 
radium. The authors enumerate conditions in which 
Grenz-ray treatment has given good results and 
those in which its results thus far have been poor. 

_ Attempts have been made to influence various 
internal diseases by applying Grenz rays to eight 
areas on the trunk. This method (so-called general 
or indirect treatment in contradistinction to direct 
irradiation of lesions) has been used also for certain 
skin diseases, especially those involving extensive 
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surfaces, those characterized by remissions and 
exacerbations, and those due definitely to a general 
disturbance. The authors discuss the rationale of 
such treatment, describe the technique used for it, 
and list the conditions in which good and poor 
results have been obtained. 

The article is supplemented with an extensive 
bibliography. Apotpu Hartune, M.D. 


Martin, H. E., Quimby, E. H., and Pack, G. T.: 
Calculations of Tissue Dosage in Radiation 
Therapy. Am. J. Roentgenol., 1931, XXv, 490. 


The authors describe investigations carried out to 
determine the lethal dose of irradiation for various 
types of neoplasms and report in detail fifty-six 
cases of tumors treated by irradiation. 

They state that the measurement of energy ac- 
tually applied to the neoplasm rather than a cal- 
culation of that energy from superficial physical 
factors had made possible more efficient irradiation 
which decreases the pain and allows an earlier prog- 
nosis. 

The skin-erythema dose is chosen as the unit of 
measurement. Doses with external applicators may 
be determined experimentally. When interstitial 
applicators are used the calculations of expended 
energy are made on a curve showing the relations of 
biological effects and distance in terms of the skin- 
erythema dose. The authors found that a spherical 
mass is equally well irradiated by a given quantity 
of radon whether the latter is concentrated at the 
center of the mass or subdivided and distributed 
geometrically about the center, provided the im- 
plants are confined within the inner half of the 
radius. The article contains tables showing the dis- 
tribution curve in terms of the skin-erythema dose 
and intensity in the same unit. 

Carcinomata of the squamous type require from 
seven to ten skin-erythema doses for cure. Transi- 
tional-cell carcinomata require only from two to five 
skin-erythema doses. Those of the first type are 
treated during a period of twenty days, and those 
of the second type, during a period of nine days. All 
foci of disease are localized and measured accurately, 
the type of the lesion is learned, and a predetermined 
tissue dose is administered. This method, though 
best carried out on oral tumors, is applicable to 
tumor masses in general. 

CLARENCE V. BATEMAN, M.D. 


RADIUM 


Magnusson, W.: The Results of Radiological Treat- 
ment in Cases of Bone Sarcoma at Radium- 
hemmet, Stockholm, 1910-1928. Acia radiol., 
1931, Xii, IOI. 

The author reports the results obtained in thirty- 
nine cases of bone sarcoma which were treated 
radiologically at Radiumhemmet, Stockholm, in the 
period between 1910 and 1928. As a rule, radio- 
logical treatment was given only in inoperable cases 
and cases in which operation had been performed. 
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In none of the sixteen cases which were treated 
by radiological treatment alone was permanent 
healing obtained. 

In one case of osteogenic sarcoma which had been 
operated upon, but not radically, a cure lasting for 
more than three years was obtained. 

Of the patients who were operated upon and 
treated radiologically, three are alive and free from 
symptoms after seven years or more. Two of the 
latter had a sarcoma of the osteogenic type and one 
had a Ewing sarcoma. 

The author briefly reviews the recent literature 
on the radiological treatment of bone sarcoma. On 
the basis of the reports on record and the experiences 
at Radiumhemmet he comes to the following con- 
clusions: 

1. With regard to the indications for radiological 
treatment, a distinction must be made between os- 
teogenic sarcoma and Ewing’s sarcoma. 

2. The results of radiological treatment in osteo- 
genic sarcoma to date do not justify the abandon- 
ment of surgery. In operable cases, a combination 
of radiological and surgical treatment should be 
used. Inoperable cases should be treated radio- 
logically. Even in cases in which the growth has 
become generalized, radiological treatment some- 
times has a good palliative effect. 

4. In cases of Ewing’s sarcoma, exclusively radio- 
logical treatment is justified. 

5. Close application of radium is inadvisable. 
Whether teleradium treatment is preferable to 
roentgen treatment has not yet been determined. 
Large doses—from 1 to 1.5 erythema dose focally— 
High filtration and a 


are regarded as necessary. 
large focal distance are essential. It is best to give 
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the largest possible dose in the first series of the 
treatment, when the growth is most sensitive and 
the surrounding tissues are as yet uninfluenced. 

6. In the irradiation of Ewing’s sarcoma, <is- 
tribution of the dose over a rather long period js 
advisable. 

7. Coley’s toxin treatment may be employed 
with radiological treatment. 


MISCELLANEOUS 


Hess, A. F., and Smith, P. E.: Excessive Ultraviolet 
Irradiation: Effect on the Nutrition and the 
Endocrine Glands of Rats. Am. J. Dis. Child., 
1931, xli, 775. 

Two series of rats were irradiated with the 
mercury-vapor lamp for a period of from five to six 
months or were given viosterol. Male as wel! as 
female animals were used. Those in the first series 
were litter-mates. Those in the second series were 
litter-mates, but were the progeny of the first 
group. Three intensities of irradiation were used 
mild, moderate, and severe. The viosterol was given 
in small as well as in excessive amounts. The main 
object of the experiment was to determine whether 
prolonged and intense irradiation or large doses of 
viosterol had a deleterious effect on the animals 
evidenced by a change in the rate of growth and 
the size and appearance of the endocrine glands. 

The growth of the animals subjected to ultra 
violet irradiation of marked intensity or given large 
amounts of viosterol was as good as that of the 
controls and no difference was noted at necropsy 
between the endocrine glands of the treated and 
untreated animals. Apo.pH Hartun, M.|). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Niven, J. S. F.: The Repair in vitro of Embryonic 
Skeletal Rudiments After Experimental In- 
jury. J. Path. & Bacteriol., 1931, xxxiv, 307. 


The part played by the various constituents of 
rudiments of long bones in bringing about repair 
was investigated by the author by fracturing and 
incising the rudiments at various stages of develop- 
ment and then studying the behavior of the frag- 
ments after cultivation in vitro. Embryonic rudi- 
ments of fowls were used chiefly, and embryonic 
rudiments of the mouse to a less extent. 

The results depended greatly on the period of 
embryonic life at which the injury was made. 

In five-day rudiments of the long bones of fowl 
in which the cartilaginous shaft had been cut through 
and the fragments had been brought into close 
apposition, repair occurred rapidly by proliferation 
of the chondroblasts, so that the fragments fused 
and no trace of the injury persisted. 

At a very slightly later stage, in rudiments from 
five-and-a-half-day embryos, repair was brought 
about by a series of processes, prominent among 
which were: (1) a rapid increase in the adjoining 
cartilage matrix, there being no proliferation of 
cartilage cells; (2) restoration of continuity of the 
surrounding osteogenic tissue and undifferentiated 
mesenchyme; and (3) the frequent ingrowth of 
osteogenic cells into the gap between the fragments 
which sometimes resulted in the formation of osteoid 
tissue in this situation. The amount of osteoid 
tissue depended on the closeness of apposition of the 
fragments, being minimal when the distance be- 
tween them was small. 

When a five-day embryonic femur or tibia was 
cultivated for twenty-four hours in vitro and then 
incised, the process of repair was essentially similar 
to that noted in five-and-a-half-day rudiments in- 
cised before cultivation. 

During and after repair in vitro, the development 
of the rudiments as a whole continued to progress 
normally, i.e., an increase in length and breadth 
took place, the epiphyses acquired their charac- 
teristic form, and the cartilage and bone showed 
normal histogenesis. 

If the rudiments were fractured at a later stage, 
when the formation of bone had begun—femora and 
tibie from seven-day fowl embryos—repair was 
effected after restoration of continuity of the osteo- 
blastic layer and fibrous periosteum by the deposi- 
tion of bone between the fragments. When there 
was an appreciable gap between the fragments, 
osteoblasts passed in and continued their histo- 
genesis as in the five-and-a-half-day rudiments. The 


cartilage did not participate in the process of local 
repair. Five-and-a-half-day rudiments which had 
been cultivated for from six to nine days before being 
cut behaved similarly to seven-day rudiments frac- 
tured before explantation. 

When rudiments from nine-day embryos were 
fractured, the processes of repair were similar to 
those noted in rudiments from seven-day embryos 
except that the cells from the osteoblastic layer 
which filled up the gap between the cut surfaces 
brought about resorption of cartilage. 

In the earliest stage studied—five-day rudiments 
the cartilage cells were as little susceptible to injury 
and as capable of proliferation as the surrounding 
mesenchyme. Later, from five and a half days 
onward, they were distinctly more vulnerable and 
no longer showed regenerative proliferation. These 
characters increased as histological development of 
the tissue progressed. 

Meckel’s cartilage exhibited a behavior somewhat 
different from that of rudiments of long bones. At 
a comparable stage of development, to judge from 
histological appearances, the cells of Meckel’s 
cartilage possessed the capacity for multiplication 
when the central part of the rudiments of long 
bones had lost that property. Eventually they also 
became more susceptible to necrosis after injury. 
Therefore the behavior of Meckel’s cartilage re- 
sembled that of the deeper layers of the developing 
epiphyseal cartilage of long bones. 

After fracture of the bones of mice embryos 
approaching maturity, repair of the cortical bone 
occurred by the agency of osteoblasts and resembled 
generally that seen in the bony rudiment of the 
embryonic fowl. In mouse bones, the deposit of 
bone was thicker than in fowl rudiments. 

SAMUEL Kaun, M.D. 


Weil, J. A.: Modern Conceptions of Antigen Sub- 
stances and the Landsteiner Theories (Les con- 
ceptions modernes des substances antigénes et les 
théories de Landsteiner). Presse méd., Par., 1931, 
Xxxix, 656. 

An “antigen” is a substance which, introduced 
into the tissues or the circulation, causes the appear- 
ance in the blood of substances called “specific 
antibodies” which react specifically with it. Recent 
research has shown that for a substance to act as an 
antigen it must exist as a colloidal solution, it must 
be foreign to the animal producing the antibody, and 
it must penetrate beyond the epithelial surfaces 
which protect the organism against foreign colloids. 
Some antigen substances exert a toxic action when 
they are injected into an animal organism. A large 
number of others have no toxic or diastatic action. 
Most antigens are proteid. 
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It seems that certain lipoids may have an antigenic 
action. However, the antigenic power of lipoids is 
not incontestible. When purified phosphatids are 
used the results are generally negative. Positive 
results have usually been obtained with lipoids of 
more or less doubtful purity. It is possible that, as 
Landsteiner claims, in antigens called lipoids the 
active antibody is a non-lipoid substance brought 
along by the lipoids in their solutions. Lipoids 
possess the strange property of modifying the 
solubility of proteins and other substances. Modern 
research suggests that they may confer on the protein 
antigen to which they are united a peculiar antigenic 
specificity—for example, in the case of the Koch 
bacillus, the property of provoking the formation 
in the animal of serum presenting a specific reaction 
of precipitation in vitro in the presence of particular 
lipoid extracts of the Koch bacillus. 

The heterogenetic antigens described by Forsman 
are of great interest from this point of view. Al- 
though they are present in widely varying animal 
tissues, they are capable of provoking the formation 
of hemolytic antibodies for the blood cells of sheep. 
This antigenic agent is soluble in alcohol. Land- 
steiner and Sims found that the lipoid element 
isolated from the heterogenetic antigen, virtually 
non-antigenic by itself, produces an active hetereo- 
genetic antigen if it is mixed with normal serum. 

Antigens appear to have two kinds of properties, 
the property of provoking the formation of anti- 
bodies and creating immunity reactions, and the 
property of being receptors of the antibodies. Re- 
ceptor antigens are not always provocative antigens. 
The more complex the constituents of a substance, 
the more likely it is to possess varied antigenic 
properties. Microbic bodies, for example, represent 
very complex antigens. 

Obermeyer and Pick found that heat and the ac- 
tion of toluene, chloroform, simple acids, and alkalies 
produce modifications of the antigenic properties, 
but do not alter the specificity of the species. On 
the contrary, when the NO» groups are introduced 
by treatment with nitric acid, when the protein is 
diazotized with nitrous acid, or when iodine is intro- 
duced by treatment with Lugol’s solution, the 
specificity of the antigenic properties of the protein 
is altered. Specificity of species is perhaps con- 
nected with a specificity of chemical structure. 

Landsteiner and his collaborators have studied par- 
ticularly the modifications of the antigenic prop- 
erties of the proteins as a function of the modifica- 
tions of their chemical structure. They conclude 
that the specificity of antigens is apparently deter- 
mined by the chemical structure of the relatively 
small parts of the large antigen molecule. The 
observation of Obermeyer and Pick that the 
specificity of species is entirely modified and is re- 
placed by a chemical specificity was definitely con- 
firmed. 

The research of Landsteiner and his predecessors 
shows that a serum or a protein of any nature is a 
complex of a number of different antigens each of 
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which has a distinct specificity. However, besides 
the constituents possessing all of the properties of 
an antigen, these proteins may include also sub- 
stances which certainly react with antibodies but 
with which the formation of antibodies by injection 
into the animal has not yet been demonstrated, 
Landsteiner believes that tuberculin may be such a 
substance, and Zinsser’s work supports this belief. 
The character of specificity is determined by the 
structure of a relatively small part of the voluminous 
antigen molecule. The formation of antibody, it 
seems, is a function of the size of the molecule of 
the antigen. 

Substances originating from the cleavage of 
protein molecules, which may be united to the 
antibodies but, apparently on account of the small 
size of their molecule, do not possess the property of 
stimulating the formation of antibody when they 
are injected into an animal or organism, are called 
by Landsteiner ‘“hapténes.”’ Pace. 


Wahlin, B.: Concerning the Toxic Effect of Cod 
Liver Oil in the Organism. Acta med. Scand., 
1931, xxiv, 430. 


From experiments on guinea pigs which were fed 
a diet containing varying but usually small quan- 
tities of cod liver oil, the author draws the following 
conclusions: 

1. It is impossible to draw definite conclusions 
regarding the intensity of organic changes from the 
variations of the weight curves. 

2. It was the oil alone, without the deficiency in 
the diet, which was responsible for the injuries 
noted in the different organs. 

3. In guinea pigs it is chiefly the striated muscles, 
the heart, and the skeletal muscles which react by 
degeneration to the toxically acting factors in cod 
liver oil. 

4. The skeletal system was free from evidences 
of scurvy. The scorbutic changes found by Mouri- 
quand were probably due to a basal diet deficient 
in Vitamin C and were aggravated by the oil. 

5. In the tibie of some of the guinea pigs which 
received cod liver oil for six months, microscopic 
examination showed a local subepiphyseal decal- 
cination. 


Goldstein, H. I.: Hereditary Epistaxis; With and 
Without Hereditary (Familial) Multiple Ham- 
orrhagic Telangiectasia. J. Med. Soc. New Jcrsey, 
1931, XXViii, 309. 

The author reviews the history of epistaxis since 
Biblical times and calls attention to the association 
of this symptom with the hemorrhagic diathesis and 
hereditary hemorrhagic telangiectasia. 

He cites 3 families in which epistaxis occurred re- 
peatedly and profusely. In the world literature he 
has found the records of 65 families and about 350 
individuals with hereditary epistaxis and hereditary 
multiple hemorrhagic telangiectasia. He believes 
that familial hematuria, hemorrhagic nephritis, 
hemoptysis, intestinal and gastric bleeding, and 
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some of the so-called essential idiopathic hamor- 
thages are different forms of the condition. 

In the first of the 3 families cited by the author 
there were 6 cases; in the second, there were 3 cases; 
and in the third, there was 1 case. 

The condition must be differentiated from pseudo- 
hemophilia, hypertensive epistaxis, purpura hem- 
orrhagica, hemophilia, pernicious anemia, tuber- 
culosis, deficiency diseases, and the hemorrhagic 
diathesis. The blood platelets and the bleeding and 
clotting times are usually normal. Both males and 
females are affected and may transmit the condition. 

The essential characteristics of the condition are: 

1. Epistaxis occurring in childhood and often 
throughout life and sometimes associated with bleed- 
ing from other mucous membranes besides those of 
the nose. 

2. The development of telangiectases of various 
types. 

7 The occurrence of signs and symptoms in 
several members of the patient’s family. 

The local treatment consists of the use of chromic 
acid beads, the electric cautery, carbon dioxide 
snow, radium, or an astringent. This is supplemented 
by the administration of calcium by mouth and 
intravenously. Parathormone, viosterol, ultraviolet 
light, the X-ray, liver therapy, iron, arsenic, and 
endocrine preparations have also been employed. 
In cases of severe hemorrhage, blood injections or 
the transfusion of a coagulant may be of value. 

FRANK B. Berry, M.D. 


Vallery-Radot, P., and Blamoutier, P.: A Fatal 
Case of Quincke’s Disease with Attacks of 
Abdominal Pain Associated with Vascular 
Spasms (Un cas mortel de Quincke avec: crises 
douloureuses abdominales accompagnées de spasmes 
vasculaires). Bull. et mém. Soc. d. hop. de Par., 1931, 
xlvii, 459. 

In the case reported, the condition began when 
the patient, a physician, was thirty-one years old 
and ended in death twenty-two years later. It was 
characterized by attacks of severe abdominal pain 
associated with nausea and vomiting, a cutaneous 
cedema which frequently, if not constantly, coin- 
cided with the visceral crises, arteritis of the lower 
extremities, and intermittent claudication of the 
fingers. The attacks of abdominal pain recurred at 
intervals of from six to eight days and usually lasted 
about twenty-four hours. Occasionally there were 
attacks of asphyxia, hemoptysis, and renal in- 
sufficiency probably due to cedema and vascular 
lesions in the larynx, lungs, and kidneys respectively. 
(Edema of the gastric mucosa caused symptoms sug- 
gesting the presence of a foreign body which the pa- 
tient was able to localize very definitely. The vas- 
cular spasms affecting the extremities resulted in 
pallor, numbness, coldness, and loss of blood-vessel 
pulsations in these parts. Capillary spasms in the 
integument of the abdominal wall were also noted. 

The authors believe that the vascular spasms were 
evidence of a general excitation of the sympathetics, 
but that they did not represent generalized sympa- 
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thicotonic crises. They attribute the spasms of the 
abdominal organs to stimulation of the solar plexus. 
As the vascular lesions were first noted seventeen 
years after the onset of the abdominal symptoms, 
they are of the opinion that the arteritis was a 
secondary manifestation resulting from prolonged 
spasmodic states of the vascular system. 

The only daughter of the patient is at present 
suffering from similar complaints. 

Haron C. Mack, M.D. 


Wallgren, A.: Tubercle Bacilli in Children with 
Erythema Nodosum: Demonstration by Gas- 
tric Lavage. Am. J. Dis. Child., 1931, xli, 816. 


Forty children with erythema nodosum were 
studied to determine the relation of the lesions to 
tuberculosis. Tuberculin tests, X-ray examinations 
of the chest, and examinations of the gastric contents 
for tubercle bacilli were carried out. 

Of the thirty-seven children with a_ positive 
tuberculin test, seventeen showed tubercle bacilli in 
the gastric contents. In the three children with a 
negative tuberculin reaction, the gastric contents 
were free from tubercle bacilli. In the majority of 
the children with a positive tuberculin reaction the 
roentgen examination showed enlarged hilar shad- 
ows. 

The author believes that his findings support the 
theory that erythema nodosum is of a tuberculous 
nature. SAMUEL Pertow, M.D. 


Rake, G.: On the Pathology and Pathogenesis of 
Scleroderma. Bull. Johns Hopkins Hosp., Balt., 
1931, xlviii, 212. 


Apart from the changes in the skin and periphera! 
vessels, little is known regarding the pathology or 


pathogenesis of diffuse scleroderma. The author 
reports a case of more than usual interest because 
it presented lesions of the sympathetic nervous 
system. The article contains photomicrographs 
showing the changes in the skin and nervous sys- 
tem. In one area perivascular infiltration was noted. 
The atrophic changes in the voluntary muscles were 
striking. 

Rake calls attention to the confusion which exists 
with regard to scleroderma and Raynaud’s disease. 
According to Kaufman, the form of scleroderma 
which is sometimes called “sclerodactylia” often 
begins with symptoms of Raynaud’s disease and 
progresses with atrophy of the bones and mutila 
tion of the fingers. 

Recent work of Adson has shown that sympathetic 
neurectomy has a beneficial effect on Raynaud’s 
disease. This suggests that the sympathetic nervous 
system has a part in the syndrome. The changes 
of greatest interest in the author’s case were found 
in the left lower cervical sympathetic ganglion. 
Some of the ganglion cells were enlarged and pale 
and showed loss of their structure. Others were small 
and shrunken. The cells stained deeply and con- 
tained excessive accumulations of brown lipochrome 
pigment granules. W. N. Row ey, M.D. 
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Haagensen, C. D.: Occupational Neoplastic Dis- 
ease. Am. J. Cancer, 1931, xv, 641. 


The cancer data of the Memorial Hospital for the 
Treatment of Cancer and Allied Diseases, New York 
City, has been reviewed to determine: (1) the occu- 
pational distribution, (2) the occupational incidence, 
(3) the anatomical distribution, and (4) the age in- 
cidence of certain types of neoplastic disease. The 
author’s study was limited to the relation of occupa- 
tion to carcinoma of the skin, mucocutaneous sur- 
faces, bladder, and lungs. 

The development of carcinoma of the skin and mu- 
cocutaneous surfaces is favored by irritating agents. 
Among industrial irritants of importance in this 
respect are coal tar and its derivatives, naphthalene, 
phenol, pyridine, creosote oil, anthracene, pitch, 
soot, shale oil, petroleum, and aniline dyes; arsenic; 
radium; and the roentgen rays. The author reports 
four cases in which cancer was caused by arsenic 
used for therapeutic purposes. Cancer of the skin is 
particularly frequent in outdoor workers who are 
constantly exposed to sunlight. However, occupa- 
tional exposure to irritants is only one of multiple 
causes. 

In the cases of cancer of the lung and bladder re- 
viewed by the author, no relation of the lesion to 
occupation could be determined. 

NATHAN N. Croun, M.D. 


Lumsden, T.: Tumor Immunity: The Effects of 
the Euglobulin and Pseudoglobulin Fractions 
of Anti-Cancer Sera on Tissue Cultures. J. 
Path. & Bacteriol., 1931, xxxiv, 349. 

When the euglobulin and pseudoglobulin frac- 
tions of an anti-cancer serum are isolated, the 
euglobulin fraction contains all of the antibodies 
which are specifically toxic to cancer cells and any 
heterotoxins which have escaped destruction during 
the process of fractioning. The pseudoglobulin frac- 
tion contains the anti-species bodies. 

By fractioning, anti-cancer serum can be con- 
centrated ten-fold since the euglobulin fraction is 
ten times less toxic to mice than the equivalent 
quantity of anti-cancer serum from which it is made 
although it has lost none of its original toxicity 
to the cancer cell. 

The author believes his experiments demonstrate 
beyond reasonable doubt the existence of antibodies 
having a specific affinity for cancer cells. 

SAMUEL Kaun, M.D. 


Meleney, F. L.: Certain Bacteriological Problems 
of Surgery. /. Lab. & Clin. Med., 1931, xvi, 675. 

Meleney discusses the sterile technique used in the 
modern hospital, proper operating room clothing for 
surgeons, assistants, and attendants, the importance 
of a definite standard in catgut sterilization, the con- 
trol of infections by means of immunizing agents, 
bacteriophage, and intravenous chemotherapy, the 
sources of infection resulting in postoperative pneu- 
monia, and the importance of the anaérobes in the 
development of peritonitis. He states that the 
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anaérobe found most commonly in symbiosis with 
the bacillus coli aud intestinal non-hemolytic strep- 
tococci is the bacillus welchii, and that, according to 
clinical evidence, the intraperitoneal administration 
of nucleic acid and vaccines made from bacillus coli 
and streptococcus viridans affords some measure of 
protection against peritonitis. 
CLARENCE V. BATEMAN, M.1) 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Morelle, J., and Bessemans, A.: A Contribution to 
the Study of the Value and Practical Signifi- 
cance of the Besredka Reaction. The Com- 
plement-Fixation Reaction for the Diagnosis 
of Tuberculosis by Means of the Besredka 
Antigen (Contribution 4 |’étude de la valeur «+ de 
la signification pratiques du Besredka. Reactioy de 
fixation du complément en vue du diagnostic de la 
tuberculose au moyen de l’antigéne de Besred}:a), 
Rev. belge d. sc. méd., 1931, lii, 113. 

The authors have made a study of the Besredka 
reaction in 557 cases. They divide the cases into the 
following 3 groups: 

Group 1. Alleged and suspected tuberculous con- 
ditions and conditions proved to be non-tuber 
culous, 344 cases. 

Group 2. Cutaneous affections of uncertain case 
(psoriasis and alopecia areata), 125 cases. 

. Group 3. Allergic disorders (asthma and prurigo), 

88 cases. 

The incidence of positive results of the test in the 
different conditions was as follows: 


Condition 
Surgical tuberculosis......... 
Genito-urinary tuberculosis. . 
Tuberculous adenitis...... 
Tuberculous osteo-arthritis . 
Cutaneous tuberculosis... . 


Lo eae 

Ulcerative and gummatous. . 

Indurated erythematous. . 

Papillonecrotic. . . . 
Tuberculides 

Lupus erythematosus 

Other types......... ss ues 
Pulmonary tuberculosis . Jit Tat 
Suspected tuberculosis................ 19 
Non-tuberculous affections rere 1s 
Alopecia areata Nee ee xe |S 44.7 
Psoriasis ; : cA SBE 33 
Asthma. .. co 66 
Prurigo. . com Sa 70.0 


The authors’ findings and conclusions are s 
marized as follows: 

1. The incidence of positive reactions is lowe: 
the presence of far-advanced lesions, complicat\vns. 
and extreme debility. Therefore the reaction his ‘ 
certain value from the standpoint of prognosis 

2. In allergic disease, notably asthma 
prurigo, the incidence of false positive reactions : 
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high and constitutes a source of error which must 
be taken into account. 

3. In psoriasis and alopecia areata the incidence 
of positive reactions is higher than in control cases. 
[his may signify that these affections are of a 
tuberculous nature. 

y. A high percentage of cases of lupus erythem 
atosus give a positive reaction. This may justify 
classifying the condition with the tuberculides. 

s. Cure or amelioration of affections showing a 
positive reaction is associated with a lessening of the 
degree of positivity of the reaction. 

6. The complement-fixation reaction of Besredka 
cannot be compared with the cutaneous tuberculin 
reaction. 
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7. There is an inverse relationship between the 
incidence and frequency of positive reactions and 
the age of the patient. This is due apparently to the 
appearance of latent tuberculosis in patients of 
advanced years. 

8. In non-pulmonary types of tuberculosis the 
value of the Besredka reaction is limited. In early 
pulmonary tuberculosis and in unsuspected pul- 
monary tuberculosis, on the other hand, a positive 
fixation reaction may often be of considerable diag- 
nostic value. 

g. As a matter of purely scientific interest, the 
Besredka reaction may offer interesting information 
in certain affections of obscure etiology. 

Harortp C. Mack, M.D. 
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